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Essential vascular hypertension seems to represent 
a pattern of inappropriate reaction to the stresses of 
living. The early stage of repeated transitory hyper- 
tensive responses is usually considered to reflect abnor- 
mal sympathetic nervous activity. As the disease 
progresses, this stage is succeeded by sustained eleva- 
tion of systolic and diastolic pressures, associated with 
varying degrees of vascular damage, renal, myocardial 
and cerebral.” 

The concept of adrenocortical involvement in sus- 
tained hypertension received impetus from Selye’s 
detailed studies of reactions to stress.* Before that 
time it was recognized that destruction or removal of the 
adrenal glands resulted in marked depression of blood 
pressure, while hyperplasia or tumor was associated 
with elevation of pressure. What appeared to have 
escaped general emphasis is the uniqueness of the 
adrenal gland as an organ in which hypofunction is 
intimately related to hypotension and hyperfunction to 
hypertension, 

This fundamental relation to long term changes in 
pressure level has not been demonstrated for any other 
organ. Pituitary influences on blood pressure are 
usually referable to adrenocortical mediation or the lack 
of it.* Renal hypertension, which is primarily experi- 
mental and rarely clinical,® requires corticosteroid parti- 
cipation for its development and maintenance. Such 
pressure abnormalities as occur in thyroid disease affect 
systolic pressure primarily and appear attributable to 
the influence of changes in metabolic rate on cardiac 
output.’ 
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The adrenal cortex appears to be involved also in the 
sustained phase of adrenal medullary hypertension. In 
many instances of pheochromocytoma the disease prog- 
resses into a chronically hypertensive stage indistin- 
guishable clinically from essential vascular hypertension.*® 
In some patients diabetes may also develop. The symp- 
toms and signs are ordinarily considered to be due to 
excessive epinephrine secretion. It has not been possi- 
ble, however, to produce persistent diabetes or hyper- 
tension in animals as a direct consequence of epinephrine 
administration alone. These sustained secondary distur- 
bances may represent repercussions in the adrenal cor- 
tex of pituitary hyperactivity induced by long-continued 
hyperadrenalemia °; removal of the sources of the epi- 
nephrine secretion interrupts the mechanism of adreno- 
cortical stimulation. Support for this hypothesis is 
evident in the customary use of cortical extracts to treat 
the shock which may follow the removal of the medul- 
lary tumor. 

The relation of the adrenal cortex to blood pressure 
is complicated by the number and diversity of its hor- 
mones. Selye demonstrated that desoxycorticosterone 
acetate (DCA), primarily a synthetic salt-retaining 
steroid, induces severe chronic hypertension and its 
associated renal and cardiac lesions in the salt-fed rat.’® 
Subsequently, desoxycorticosterone acetate was found 
capable of producing qualitatively similar results when 
normal diets were given.’ The relation of these find- 
ings to the human disease has been obscured by failure 
to isolate this compound from the adrenal gland in any 
but trace amounts. Potent salt-retaining steroids other 
than desoxycorticosterone are present in relatively large 
quantities.’ Their similarity to the latter compound in 
pressor activity may be assumed but has not been proved. 
The operation of some salt-retaining hormone in patients 
with hypertension is suggested by the sensitivity of 
such patients to variations in sodium intake. Treatment 
of hypertension by sodium restriction or depletion has 
been used empirically for more than 40 years.** 

Involvement of the adrenal cortex in human hyper- 
tension is further suggested by the disturbances of carbo- 
hydrate metabolism displayed by many hypertensive 
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persons.** Hyperglycemia and glycosuria were found 
in a majority of moderately to severely hypertensive 
patients subjected to a standard four hour test.’ Similar 
abnormalities were rare in early, mild cases. Such 
disturbances might be due partly to substances like 
desoxycorticosterone, which increases the glucose excre- 
tion of phlorhizinized animals ** and markedly dimishes 
the capacity for tubular reabsorption of glucose in the 
human being.'’ The operation of neoglycogenetic hor- 
mones would seem a more likely mechanism in view 
of the ability of these compounds to produce diabetic-like 
syndromes.'* Furthermore, excessive activity by this 
group of corticoids is compatible with the functioning 
of a compensatory mechanism, for their supply from 
either exogenous or endogenous sources antagonizes 
certain actions of the salt-retaining steroids. Hyper- 
tension may be induced by the use of desoxycorticos- 
terone with relative ease in the adrenalectomized animal 
or in the patient with Addison’s disease; the same 
degree of pressure elevation is achieved with difficulty, 
even at high dosage levels, when normal adrenal glands 
are present.*® Cortisone and 17-hydroxycorticosterone 
have been reported to possess a salt-depleting- action,” 
while adrenocorticotropic hormone, which stimulates 
neoglycogenic hormone release, antagonizes desoxy- 
corticosterone-induced elevation of cerebral electroshock 
thresholds.*' 

The evidence for abnormal adrenal cortex function in 
sustained human hypertension suggested the possibility 
of interrupting such a process in otherwise hopeless 
cases by removal of the adrenal glands. The feasibility 
of maintaining life after complete adrenalectomy has 
been shown in patients with metastatic cancer.** The 
potential reversibility of hypertension even in advanced 
cases has been indicated by the profound and prolonged 
reduction in pressure which may follow measures rang- 
ing from spinal anesthesia to pyrogen administration.** 
The conclusion appears justified that the disturbance in 
such cases results from a continuously activated mechan- 
ism, capable of interruption.** A similar conclusion was 
reached in regard to the desoxycorticosterone-induced 
hypertension of experimental animals from the finding 
that the course and life expectancy of such animals do 
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not differ significantly from those of controls after 
administration of desoxycorticosterone has been dis- 
continued." 

Early in February 1947, Dr. Oliver Kamm, of Parke, 
Davis and Company, and Dr. E. Gifford Upjohn, of 
the Upjohn Company, agreed to furnish the large 
quantities of normal cortical extracts necessary for the 
maintenance of a small group of adrenalectomized 
patients. Unilateral adrenalectomy was subsequently 
performed on four hypertensive patients ; impaired 
glucose tolerance had also been demonstrated in three 
of the group. One died postoperatively of hemorrhage, 
A second recovered from the initial operation, but fatal 
hypertensive encephalopathy developed before removal 
of the remaining adrenal gland could be attempted. 
The course of the two surviving patients has assumed 
a more benign character. In view of the spontaneous 
variability which hypertensive patients may exhibit, no 
conclusions were drawn as to the relation of the unilat- 
eral procedure to this limited improvement. 

One bilateral adrenalectomy has been completed.” 
The patient suffered from both hypertension and dia- 
betes. In the years immediately preceding operation, 
progress of the hypertensive disease and its complica- 
tions had become the major threat to her existence, 
The adrenalectomy was performed primarily on this 
indication, although the effect on the diabetes was a 
matter of considerable secondary interest. The report 
which follows is the detailed description of this case, 


REPORT OF A CASE 

The patient, F. M., was an attractive young married woman. 
she was referred for study because her physician had found 
her blood sugar to be over 800 mg. per 100 cc. that morning. 

The patient’s diabetes had started at the age of 6 during 
a period in which a stepfather’s attentions were diverted by the 
birth of his own child. Her environment was chronically 
insecure and disturbed by health problems and the marital 
difficulties of her parents. She was slow to develop. Her 
menses were delayed until the age of 19. One year !ater she 
married. During the following six years three pregnancies 
ended in abortions or miscarriages. The last required a cesarian 
section; both tubes were resected to prevent further pregnancy. 
Control of the diabetes had grown progressively more difficult 
after marriage. The daily insulin requirement varied from 70 to 
85 units. Small overdoses produced violent reactions. The 
patient had spent about one quarter of the last three years in 
the hospital for treatment of complications. 

Hypertension was first recognized at the age of 20. It had 
subsequently become progressive and severe. For the past two 
years the patient had suffered attacks of occipital headache, 
intense nervousness, flushing of the face and blindness. During 
the last year she had noticed ankle edema, dyspnea and pre- 
cordial pain. 

The patient appeared younger than her 28 years. Her face 
was puffy. The superficial tissue seemed turgid, and her skin 
was dry and rough. The retinas were littered with old and 
fresh hemorrhages and exudates. Marked spasm of the retinal 
arteries and mild papilledema were present. The cardiac border 
was felt on percussion 1 cm. beyond the left midclavicular line. 
The rhythm was regular at 100 beats per minute. The second 
aortic sound was accentuated. Hourly blood pressure determina- 
tions throughout one day demonstrated a high average level, the 
maximum being 270 mm. systolic and 140 mm. diastolic. Toward 
dawn the pressure fell briefly to 140 mm. systolic and 90 mm. 
diastolic and then promptly rose with morning activities. The 


cold pressor test gave a positive reaction. The benzodioxan , 
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reaction was negative. The electrocardiogram showed left 
heart strain. The roentgenographic area of the heart was 
15 per cent above the upper normal limit. 

Renal studies showed functional impairment. Phenolsul- 
fonphthalein excretion was 44 per cent in two hours. The 
maximum specific gravity of the urine when sugar free was 





Fig. 1.—Biopsy section of the right kidney. 


1.018. The urinary sediment contained red blood cells inter- 
mittently. Quantities of albumin were frequent. Retrograde 
pyelograms were normal. 

The severity and progressiveness of the disease prompted the 
proposal of a bilateral adrenalectomy. The ultimate conse- 
quences of this experimental procedure were contrasted with the 
probable prognosis with conventional treatment. The patient 
was also referred to a prominent diabetes specialist for dis- 
cussion of the alternatives. She elected to proceed with the 
adrenalectomy, with her husband’s approval. 

The right gland was resected on July 27, 1948. At least 
95 per cent was removed. A few tiny fragments were left 
adherent to the vena cava because of excessive bleeding. The 
postoperative course was not unusual. Biopsy of material from 
the right kidney showed advanced nephrosclerosis and glomeru- 
losclerosis (fig. 1). Serial sections of the right adrenal gland 
(and subsequently of the left) revealed no cortical or medullary 
tumor formation (fig. 2). The capsular arterioles were markedly 
hypertrophied. 

The patient was readmitted for left adrenalectomy four 
months later. The average blood pressure level had meanwhile 
increased. Swelling of the face, hands and feet was more pro- 
nounced. Pretibial pitting was noted. 

On the day preceding operation, 5 mg. of desoxycorticosterone 
acetate and 10 cc. of aqueous adrenal cortex extract (ACE) 
were given. The entire left adrenal gland was removed with the 
patient under thiopental sodium, nitrous oxide and curare anes- 
thesia. The procedure was marked by transitory surges in 
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blood pressure to levels of 250 mm. systolic and 160 mm. dias- 
tolic when the gland was manipulated. Removal of the gland 
was followed by an abrupt drop in tension of 60 mm. systolic, 
counteracted by intravenous injection of aqueous cortical extract. 
The maximum postoperative fall in pressure occurred four hours 
later, at which time the level was 110 mm. systolic and 80 mm. 
diastolic. 

Postoperatively the major concern was prevention of adrenal 
insufficiency. Treatment was regulated by three criteria: (1) 
blood pressure level; (2) temperature elevation, and (3) weak- 
ness. A fourth indication, added subsequently, was the presence 
and severity of gastrointestinal symptoms. 

The postoperative requirement of cortical extract averaged 
200 cc. per day initially, and then fell progressively. During 
the first seventy-two hours the aqueous cortical extract was 
supplemented with 15 mg. of desoxycorticosterone acetate. Use 
of the synthetic hormone was followed by fluid retention, hyper- 
tension and heart failure with edema, pulmonary congestion 
and dyspnea. On the fourth day administration of desoxycorti- 
costerone was discontinued. Mersalyl and theophylline injection 
U. S. P. (salyrgan theophylline®) was given in a 200 mg. 
dose, repeated two days later. Notable diuresis was followed 
by subsidence of both hypertension and heart failure symptoms. 

During the following weeks supplementation with desoxy- 
corticosterone acetate was attempted in doses of 0.5 to 1.0 mg. 
per day. The dosage of aqueous cortical extract approximated 
21 cc. per day. At the end of nine days the blood pressure had 
risen to 190 mm. systolic and 110 mm. diastolic. The patient 





Fig. 2.—Section of the right adrenal cortex. 


complained of difficulty in breathing and of a stiff weakness in 
her extremities. The electrocardiogram was compatible with 
the diagnosis of hypopotassemia. The use of desoxycorti- 
costerone was discontinued and a total of 2.5 Gm. of potassium 
chloride administered by mouth. The blood pressure promptly 
fell to normal, and the patient’s symptoms abated. A repeat 
electrocardiogram showed reversion to a nearly normal tracing. 
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The patient was discharged on the twenty-first postoperative 
day. Subsequent management was directed at adequate mainte- 
nance without toxicity. Two major determinations were 
involved: (1) the relative effects of aqueous and lipidal (lipo- 
adrenal cortex) cortical extracts, alone and in combination with 
desoxycorticosterone acetate, and (2) the relationship of extract 
dosage to insulin requirement. 

Relative Effects of Desoxycorticosterone Acetate and Cortical 
Extracts—Adequacy of substitution therapy was estimated by 
maintenance of appetite, weight and a normal blood pressure 
over a period of a week or more. The minimum daily mainte- 
nance dose was found to be 30 cc. for aqueous cortical extract 
and 3 cc. for the lipidal form. A tablet of lipoadrenal cortex 
given orally was almost as effective as the parenteral prepara- 
tion. Attempts at maintenance on desoxycorticosterone acetate 
alone .were followed in a few days by weakness and gastro- 
intestinal disturbances; yet as little as 1 mg. daily was pro- 
ductive of abnormal blood pressures. 

The differences in the actions of desoxycorticosterone acetate 
and cortical extracts were emphasized during respiratory infec- 
tions. On one occasion the dosage of the former was increased 
while the cortical extract was kept constant. Although the 
blood pressure rose, nausea and vomiting developed and the 
patient became rapidly prostrated. Discontinuance of desoxy- 
corticosterone and increase in dosage of aqueous cortical 
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Fig. 3.—A, relation of desoxycorticosterone and aqueous cortical extract 
dosages to blood pressure. (Each dosage level was maintained for an 
average of one to two weeks.) 8B, relation of desoxycorticosterone and 
lipoadrenal cortex dosages to blood pressure. (Each dosage level was main- 
tained for an average of one to two weeks.) 


DCA 
(MG/DAY) 





extract were followed by subsidence of symptoms despite a fall 
in pressure. On a second occasion the dosage of aqueous corti- 
cal extract was increased at the outset, with prompt recovery. 

By supplementing desoxycorticosterone acetate with cortical 
extracts during intercritical periods, the maximum‘ amount of 
the former tolerated over a two week period without toxicity was 
found to be 0.5 mg. per day. When this quantity was given con- 
tinuously, the minimum cortical extract requirement was reduced 
to 20 cc. of the aqueous form or 2 cc. of the lipidal form daily. 
Increases in the amount of aqueous extract with the dosage of 
desoxycorticosterone acetate held constant at 0.5 mg. daily 
resulted in proportionate blood pressure elevations (fig. 34). 
When the quantity of extract exceeded 20 cc. per day, the pres- 
sure rose to hypertensive levels. When desoxycorticosterone was 
omitted, the blood pressure did not exceed normal at aqueous 
extract doses of 30 cc. per day. 

In contrast to the additive effect of aqueous cortical extract 
and desoxycorticosterone acetate on blood pressure was the 
action of lipoadrenal cortex (fig. 3B). When the desoxy- 
corticosterone dosage was again kept constant at 0.5 mg., vari- 
ation in lipoadrenal cortex dosage from 1 to 3.5 cc. was 
without significant effect on the pressure level. 

These results were interpreted as indicating the presence in 
aqueous extracts of a desoxycorticosterone-like factor, capable 
of promoting hypertension. The responsible agent was pre- 
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sumed to be associated with the relatively large sodium-retaining 
fraction in aqueoys extracts, since the effect was not observed 
with lipidal extracts, which contain primarily the neoglyco- 
genetic hormones. 

The ability to maintain the patient adequately with lesser 
quantities of extract by use of minute doses of desoxycorticos- 
terone acetate over short periods led us to assume that the same 
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Fig. 4.—Relation of insulin requirement to dosage of aqueous adrenal 
cortex extract. 


result might be obtained indefinitely. A single 125 mg. pellet 
was therefore implanted seven months postoperatively, and 
effects of this measure were supplemented with 2 cc. of lipo- 
adrenal cortex daily. 

This assumption was to prove incorrect. No obvious changes 
were evident for three months. Over the next few months a loss 
of appetite was noted, followed by episodes of nausea and 
vomiting and weight loss. The blood pressure rose to 170 mm. 
systolic and 110 mm. diastolic. Fresh hemorrhages appeared 
in the eye grounds, and ankle edema occurred. 
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Fig. 5.—Insulin requirement per unit of cortical extract at various levels 
of cortical extract dosage. 


An attempt was made to antagonize these toxic symptoms by 
increasing the neoglycogenetic hormone intake. The dosage of 
lipoadrenal cortex was accordingly raised to 5 cc. daily. 
During the ensuing two months the retinal hemorrhages dis- 
appeared. Gastrointestinal symptoms abated. The patient 
regained her appetite and weight. Ankle edema subsided, and 
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the blood pressure elevation regressed. Attempts at removal of 
the pellet residue did not seem warranted, since absorption would 
be presumably complete within the succeeding few months. 

Effects on Glomerular Function—The preoperative glomerular 
filtration rate was 41 cc. per minute per square meter. It was 
feared that the marked lowering of blood pressure which fol- 
lowed removal of the adrenals might reduce filtration pres- 
sure so profoundly as to cause renal failure. However, the 
filtration rate seven days postoperatively was 30 cc. per minute 
per square meter, a decrease of approximately 27 per cent. 
A measurement four months later did not differ significantly 
from this. 

Cortical Extract-Insulin Relationship—Adrenalectomy re- 
duced the intensity of the patient’s diabetes considerably. No 
evidences of acidosis have been observed since operation. The 
insulin requirement fell to approximately one quarter of that 
which existed preoperatively. Dosage was adjusted on the basis 
of urine sugar determinations made four times a day. The hor- 
mone was given as a single injection of a protamine-regular 
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Fig. 6.—Effects of desoxycorticosterone glycoside on renal glucose reab- 
sorption and excretion. The letters DCG 20 MG/M® denote desoxicorti- 
costerone glycoside in a dosage of 20 mg. per square meter; at the left 
Pa, GFR«u, Use.V and TRFe denote plasma glucose glomerular filtration 
rate, urinary glucose value and tubular reabsorption factor, respectively. 


insulin mixture. The patient remained susceptible to hypogly- 
cemia, which occurred with overdoses of 3 to 5 units per day. 

The insulin requirement was correlated with the level of corti- 
cal extract administration (fig. 4). That the latter was not the 
sole determinant of insulin need was indicated by two findings: 
During a short period in which the patient was maintained on 
desoxycorticosterone acetate alone, a residual insulin require- 
ment of approximately 12 units per day was maintained. Fur- 
thermore, two-fold increases in cortical extract dosage did not 
double the insulin need. The amount of ingulin required for each 
cubic centimeter of cortical extract decreased as the total extract 
dosage was raised (fig. 5). 

The possibility existed that the residual insulin requirement 
during the period of complete withdrawal of cortical extract 
might have been due to administration of desoxycorticosterone 
acetate. To explore this possibility, the glucose excretion was 
measured during intravenous administration of water-soluble 
desoxycorticosterone glycoside in a dosage of 20 mg. per square 
meter. The rate of excretion rose to more than six times the 
control value (fig. 6). Simultaneous estimations of the glucose 
filtration rate indicated that the increased glycosuria was due 
primarily to a decrease in the tubular reabsorption of glucose. 
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Influence of Procedure on Metabolic Status——The patient’s 
weight preoperatively averaged 110 pounds (50 Kg.), with a 
3 pound (1.3 Kg.) variation between morning and evening. 
Twelve pounds (5.4 Kg.) were lost during the hospital stay. 
A portion of this probably represented edema fluid. During 
ensuing months, the weight increased but never exceeded 105 
pounds (47.6 Kg.). 

The menses were reestablished three months postoperatively 
and have since been approximately normal. Marital relation- 
ships have remained normal. 

Other metabolic changes included a gradual thinning of the 
hair and progressive pigmentation, which commenced as freck- 
ling and later became more generalized. Pigmentation was 
minimal in the mucous membranes and marked in pressure 
areas, in folds and creases and in portions of the body exposed 
to sunlight. 

Subsequent Status—The patient’s preoperative complaints, 
symptomatic of hypertensive encephalopathy and heart failure, 
did not recur postoperatively except in circumstances of exces- 
sive administration of desoxycorticosterone acetate. Vision 
gradually improved; the patient was able to read without glasses 
at the end of approximately three months. 

Objective reevaluation nine and 15 months postoperatively 
gave the following results: The physical appearance, except for 
pigmentation, was normal. The size and contour of the heart 
were normal on roentgenographic and physical examination. 
The electrocardiogram was within accepted limits of normal. 
The blood pressure ranged from 120 to 150 mm. systolic and 
from 70 to 100 mm. diastolic. No evidences of pulmonary con- 
gestion or peripheral edema were noted. Evaluation of renal 
function showed the two hour phenolsulfonphthalein excretion 
to be 59 per cent, as contrasted with the preoperative value of 
44 per cent. The urine was normal except for a trace of 
albumin. The blood urea nitrogen was 12.5 mg. per 100 cc. 
The ocular fundi showed remnants of the previously intense 
retinitis in the form of scars. A fasting blood sugar level was 
98 mg. per 100 cc. on a combined insulin dose of 24 units daily. 


SUMMARY 


Bilateral adrenalectomy was performed on a 28 year 
old woman who suffered from malignant hypertension 
and diabetes. Evaluation of the patient nine and 15 
months postoperatively indicated that the progress of 
the renal lesions had been arrested, with an associated 
regression of the cerebral, retinal, myocardial and vascu- 
lar disturbances. The diabetes was markedly improved. 
The insulin requirements of the patient were propor: 
tional to the amounts of cortical extract administered. 

Evidence was obtained for the existence in aqueous 
cortical extracts of a desoxycorticosterone-like substance 
capable of acting additively with desoxycorticosterone 
acetate to induce hypertension. This substance is pre- 
sumably associated with the sodium-retaining fraction, 
since the effect was not noted with lipoadrenal cortex, 
which is primarily a mixture of neoglycogenetic hor- 
mones. The latter material proved capable of antago- 
nizing the toxic manifestations of desoxycorticosterone, 
notably the edema, eye signs and gastrointestinal dis- 
turbances. 

Since bilateral adrenalectomy results in the production 
of Addison’s disease, it is obviously contraindicated 
when the prognosis of the original disease is not con- 
siderably more unfavorable. Surgical removal of the 
adrenal glands is not recommended as a treatment for 
either malignant hypertension or diabetes. Its use in a 
limited number of otherwise hopeless cases may lead to a 
better understanding of these two major and conceivably 
related diseases and to their treatment by chemical 
blocking agents. 
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DIABETIC PHYSICIANS 


ROBERT F. BRADLEY, M.D. 
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Will the diabetic physician live as long as one who 
does not have diabetes? Should a diabetic consider the 
study of medicine? Should a medical school receive 
him? Should a medical student or a physician under 
the age of 35 in whom diabetes develops continue his 
profession? Will a diabetic physician, because of his 
medical knowledge, live longer than the average dia- 
betic person? 

To help answer these questions a study was made of 
the records of 475 diabetic physicians consulting the 
Joslin group between 1898 and 1947. All unclassified 
or renal glycosurics and potential diabetics are excluded. 
All but one of these physicians have been followed up 
to 1948. In 1928 a study of 131 physicians seen up to 
that time was reported... The 475 physicians consti- 
tuted one patient in approximately 60 of all true diabetic 
patients seen between 1898 and January 1948. Of the 
adult male diabetics 25 years or older who were treated 
in this period at the George F. Baker Clinic, about one 
in 22 has been a physician. From these figures one 


TaBLe 1.—Mortality Among 475 Diabetic Physicians: Age- 
Adjusted* Death Rates Per Thousand in Specified 
Experience Years 
Decline Number of 
Death Rates per 1,000 from 1897- 


“ ——~ 1to -—— 


Attained — 








Age 1807-  8/7/22- 193% ©1939-1947, 186 

Groups 8/6/22 1938 1947 % 8/6/23 
25-79 112.3 54.6 46.3 59 
25-39 125.7 13.8 7.0 94 3 4 0 
40-59 55.3 22.7 25.0 55 13 20 19 
60-79 164.8 99.3 82.3 50 16 79 80 


Data in all tables are from the experience of Dr. E. P. Joslin, George 
F. Baker Clinic, Boston. 

*On the basis of the age distribution of all patients observed Aug. 
7, 1922 to 1945. 


cannot state the number of diabetics among the 199,745 
physicians in the country during 1948, but it is safe to 
estimate an over-all incidence of one in 40. 

How many diabetics there are in medical schools is 
unknown, but confidential records received in 1949 from 
14 medical schools with 3,800 medical students revealed 
14 diabetics, or one in 271. If this ratio holds for the 
23,146 students in 71 four-year medical schools and 
the 587 in eight two-year medical schools, there would 
be a total of 88 diabetics among 23,733 medical students. 

Life insurance examinations led to the detection of 
diabetes in 50, or 11 per cent, of the 475 physicians in 
this experience. This is a smaller percentage than is 
generally found among diabetics. Between 1897 and 
1928, in 15.9 per cent of our total male patients between 
20 and 64 years of age, diabetes was discovered in 
insurance examinations. Of the 50 physicians whose 
diabetes was discovered on insurance examination 29, 
or 58 per cent, are alive, as compared with 45 per cent 
of the other physicians. 


MORTALITY EXPERIENCE OF AMERICAN PHYSICIANS 
Before discussing the record of physicians with dia- 


betes mellitus, we shall review the facts on the mortality 
of all physicians as compared with that of the general 





From the George F. Baker Clinic, Elliott P. Joslin, M.D., Medical 
Director, New England Deaconess Hospital, Boston. This study was 
aided by a grant from the Life Insurance Medical Research Fund. The 
statistical analyses were made by the Statistical Bureau of the Metro- 
politan Life Insurance Company. 

1. Joslin, E. P.: Diabetic Doctors, J. Missouri M. A. 26: 165-166 
(April) 1929. 
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population.2 A survey by Dublin and Spiegelman in 
1947, based on death rates of white males and Ameri- 
can physicians from 1938 to 1942, showed that the 
average physician experienced virtually the same lon- 
gevity and mortality as other white males of the same 
age in the general population. The same conclusion 


TasLe 2.—Comparative Mortality of 475 Diabetic Physicians 
and All Diabetics in Insulin Era (Age-Adjusted* Death 
Rates Per Thousand) 


Death Rates per 1,000 
eee 


——— 
All Patients 


Attained Physicians 
Age Groups (1922-1947) (1922-1945) 
BR oicacdc icerecccnetscedseces 50.6 56.9 
8.0 16.7 
23.6 33.1 
91.0 93.3 





*On the basis of the age distribution of all patients observed Aug, 
7, 1922 to 1945, 


was reached by Dickinson and Welker* on the basis 
of 3,167 physician deaths during 1948. Their figures 
show that physicians’ average age at death during 
1948 was 67.3 years as opposed to 67.5 years for the 
age-adjusted population. The report of Dublin and 
Spiegelman showed that a young male physician of 
25 years may expect to live 43.5 years, as compared 
with 43.3 years for white males in the general popu- 
lation. This nearly identical longevity continues until 
the age of 35, after which the life expectancy of the 
physician is slightly less. The reason for this is the 
poor experience of physicians with respect to diseases of 
the heart and coronary arteries (40.7 per cent of total 
deaths) and cerebral vessels (10.8 per cent of total 
deaths). Coronary artery disease is most striking, the 
death rate being 1.8 times as high among physicians 
as in the general population. The physician enjoyed 
a more favorable mortality from cancer, nephritis, tuber- 
culosis, syphilis, appendicitis, hernia and _ intestinal 
obstruction, peptic ulcer, prostatic disease and accidents. 
Early diagnosis and treatment probably have been 
important factors in these mortalities, which Dublin and 
Spiegelman showed were lower than were experienced 
by white males from the general population. Perhaps 
the physician’s superior knowledge also contributed to 
these superior results. 


TABLE 3.—Average Age at Death and Average Duration of 
Diabetes Among Deceased Physicians in Successive 
Eras of Treatment 






Average Average 
No. of Age at Duration of 
Era Deaths Death, Yr. Diabetes, Yr: 
Naunyn and Allen, 1898-8/6/22......... 34 56.9 8.5 
Banting, 8/7/22-12/31/36..........sseeee 92 66.4 11.9 
Hagedorn, 1/1/37-12/31/43...........+0++ 73 68.3 14.9 
Chas, H. Best, 1/1/44-11/26/48.......... 59 68.1 15.0 


PHYSICIANS WITH DIABETES: MORTALITY 
If one compares the death rates for diabetic phy- 
sicians before and after the discovery of insulin, the 
lowering of mortality is striking (table 1). This change 
is apparent in all groups, although for attained ages 40 





2. All figures for physicians in this paper represent primarily an 
experience with males. There are too few women physicians to permit 
statistical conclusions with respect to them or to permit separating them 
from the total number of physicians. 

3. Dublin, L. I., and Spiegelman, M.: Longevity and Mortality of 
American Physicians, 1938-1942: Preliminary Report, J. A. M. A. 
134: 1211-1215 (Aug. 9) 1947. 

4. Dickinson, F. G., and Welker, E. L.: The Leading Causes of 
Death Among Physicians, J. A. M. A. 139: 1129-1131 (April 23) 1949. 
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through 59 there has been no appreciable change during 
the period 1939-1947 as compared with the earlier 
insulin era, 1922-1938. For all the age groups com- 
bined there has been a 59 per cent reduction in mor- 
tality rate. Particularly encouraging is the improvement 
in survival of the young diabetic physicians in the 
attained age group 25 through 39 years. Only one 
death occurred in the latter group, and that came as 
a result of an auto accident. 

Physicians with diabetes have a lower mortality than 
all diabetic patients, the death rate per 1,000 for all 
physicians 25 through 79 years old being 50.6 as com- 
pared with 56.9 for all patients, or 11 per cent less. 
Most striking is the death rate of 8.0 per 1,000 for the 
attained group ages 25 through 39, whereas the rate 
is more than twice as much, 16.7 per 1,000, for all 
diabetics (table 2). The physicians’ death rate for 
ages 40 through 59 years is about 30 per cent less than 
that of all diabetics, the death rate being 23.6 versus 
33.1 per 1,000, whereas at the older ages, 60 through 
79 years, the rates for the two groups are essentially 
the same, 91.0 versus 93.3 per 1,000. 

The life expectancy of the average diabetic in the 
period of 1939-1947, as tabulated by the Metropolitan 
Life Insurance Company from the experience of the 
George F.. Baker Clinic in Boston, is as follows: A 
10 year old diabetic may expect to live 44.2 years, 


TABLE 4.—Average Age at Death and Average Duration of 
Diabetes Among Deceased Diabetics in Successive 
Eras of Treatment 





. Average Average 
No. of Age at Duration of 
Era Deaths Death, Yr. Diabetes, Yr. 
Naunyn and Allen, 1898-8/6/22...... 1,162 46.1 5.8 
Banting, 8/7/22-12/31/36..........00.. 4,061 61.1 9.6 
Hagedorn, 1/1/37-12/31/43..........+. 3,151 64.7 12.5 
Chas. H. Best, 1/1/44-4/27/49........ 2,299 64.3 14.4 


or 75 per cent as long as the average white person 
in the general population. At age 30 his life expectancy 
is 29.5 years, or 73 per cent of that in the general 
population, while at the age of 50 he should live another 
16 years, or 69 per cent of the population figure. At 
the age of 60 the diabetic should live 10.8 years, or 
68 per cent as long as the average. 

The average age at death of diabetic physicians has 
advanced from 56.9 years in the era before treatment 
with insulin (1898-1922) to 66.4 years in the Banting 
era of treatment (1922-1936), to 68.3 years in the 
Hagedorn era (1937-1943), remaining practically the 
same in the next five years, 1944-1948, namely, 68.1 
years. This compares favorably with the average age 
at death of all physicians in the country reported for 
1948 (67.3 years). For these four periods the dura- 
tion of the diabetes in fatal cases has been, respectively, 
8.5, 11.9, 14.9 and 15.0 years. 

To compare the physicians with all diabetics—which 
include the young and the old—is, of course, not proper, 
but the relative changes for the two groups are seen by 
comparison of table 4 with table 3. 

In table 5 it is seen that physicians with diabetes have 
lived longer and longer in successive periods of treat- 
ment irrespective of age of onset with one exception, 
the period of onset of 20 through 39 years. This may 
be due to the small number of deaths (three) in the 
period 1944-1948. In the groups in which the age of 
onset was 40 through 59 years, the average duration 
of the disease exceeded the average duration for all 
ages during every era of treatment. This also applies 
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to the physicians with age at onset of 20 through 39 
years since the advent of insulin, while at 60 years of age 
and older the average duration has been uniformly less 
than for all ages. 

Table 6 shows that the percentage of all deceased 
diabetic physicians in the series who have lived over 


TaBLe 5.—Average Duration of Life Subsequent to Onset of 
Diabetes Among 258 Deceased Physicians in Each of 
the Important Eras of Treatment 
Charles 


Banting Hagedorn H. Best 
Era, 8/7/22 Era, 1/1/37 Era, 1/1/44 


Naunyn and 
Allen Era, 


to 8/6/22 to 12/31/36 to 12/31/43 to 11/26/48 
Oe nO OO 
Dura- Dura- Dura- Dura- 


Age Groups No. tion, No. tion, No. tion, No. tion, 
of Onset Cases Yr. Cases Yr. Cases Yr. Cases Yr. 


All ages........ 34 8.5 92 11.9 73 14.9 59 15.0 
10-19... 00006 ee ecee 1 16.8 eo oe eee 
SPER. cccscess 9 8.7 8 17.3 12 24.8 3 16.5 
40-59.....0008 16 10.0 50 13.9 34 15.7 39 17.9 
60 and over.. 8 5.1 33 7.5 27 9.5 17 8.2 
Unknown.... 1 


20 years following the onset of the disease has risen 
to 27.1 per cent in the period since 1944. For all 
diabetic patients seen, irrespective of time of onset, this 
figure is slightly less; namely, 24.1 per cent. In the 
Naunyn era none of the fatal cases among physicians, 
and in the Allen era only one, had a duration of 20 years 
or more. In the Banting era 13 per cent of the deaths 
occurred 20 years or more after onset. 
CAUSES OF DEATH 

During the half-century which this report covers, the 
causes of death of diabetics have shown extraordinary 
changes. Diabetic coma, which among the physicians 
accounted for 35.3 per cent of all the deaths in the 
period before the use of insulin, has practically disap- 
peared as a cause of death, the last two cases being 
in 1931 and 1946. (The death from coma in 1946 
occurred at a distant hospital, where, because the blood 
sugar was not determined on his admission, the cause 
of the physician’s condition was not realized until he 
was moribund.) 


TasLe 6.—Duration of Life Subsequent to Onset of Diabetes 
Among 258 Deceased Physicians in Each of the 
Important Eras of Treatment 

Charles 
Naunyn, Banting Hagedorn H. Best 


Allen Era, Era, 8/7/22 Era,1/1/37 Era, 1/1/44 
to 8/6/22 to 12/31/36 to12/31/48 to 11/26/48 
me, 





eee \ 
No. Per- No. Per- No. Per- No. Per- 
Duration, of cent- of cent- of cent- of _ cent- 
Yr. Cases age Cases age Cases age Cases age 
AB CRBs sc cccseese 34 100.0* 92 100.0 73 100.0 59 100.0 
Less than 5........ ll 33.3 20 21.7 6 8.2 6 10.2 
S-Burcccccccccccccese 9 27.3 19 20.7 19 26.0 14 23.7 
10-14... 8 24.2 22 23.9 183 17.8 ll 18.6 
W-TBancccscccscccsse t 12.1 19 20.7 16 21.9 12 20.3 
20 or more......... 1 3.0 12 13.0 19 26.0 16 27.1 
Unknown.......... 1 ecse ee oeee ° osee . ° 
Average.........+ 8.5 11.9 14.9 15.0 





* Based on known cases. 


Infections and gangrene have almost disappeared as a 
cause of death in the last five years; there were 59 
doctors in all who died from this cause. In the same 
period nearly 10 per cent of the deaths in the total 
diabetic group were caused by infection and gangrene. 
Tuberculosis claimed one victim, who lived 10 years 
with diabetes and tuberculosis and died at the age 
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of 61. The average age at death from tuberculosis in 
all physicians in 1948 was 64.5 years,* somewhat less 
than the average age at death for diabetic physicians 
in the same period. No physician has died of hypo- 
glycemia. Cancer caused five deaths, only 8.5 per cent 
of the total mortality. Thus the total of all causes of 
death excluding cardiovascular-renal disease is slightly 
less than 17 per cent of the entire mortality. 
Cardiovascular-renal disease presents a different pic- 
ture, for the percentage of all deaths rose from 35.3 per 
cent before the era of insulin treatment to 83.1 per cent 
in the period 1944-1948. This compares with 70.1 
per cent of the deaths during 1944-1949 in the total 
diabetic population. The changes in the proportions 
of deaths is significant. Deaths caused by cardiac dis- 
ease rose from 14.7 to 55.9 per cent. Deaths from 
intracranial vascular disease more than doubled, 8.8 to 
18.6 per cent, but gangrene, as noted previously, did 
not cause a single death between 1944 and 1948. 
Nephritis has declined from 8.8 per cent to 6.8 per cent. 


Taste 7.—The Causes of Death Among Diabetic Physicians: 


DIABETIC PHYSICIANS—BRADLEY 





J. A. MA. 
Oct. 7, 1950 


71 per cent, of the total deaths during the insulin era 
occurred in diabetic physicians who already had reached 
or passed the average age at death of all physicians 
during 1948. 


LIVING PHYSICIANS WITH DIABETES 

There were 216 diabetic physicians living in 1948, 
These patients on the average had already achieved an 
age of 58 years, and it is probable that their ultimate 
duration will exceed that hitherto attained by the 258 
who died. Already the average age of the living dia- 
betics (58 years) is greater than the average age at death 
of diabetic physicians in the preinsulin era. The life 
expectancy at the age of onset of the diabetes has been 
computed for the patients who had died and those who 
were living at the time of the study to determine how 
many exceeded the expectancy of life of comparable 
persons in the general population. Among the 258 
fatalities there were 58 such cases. Among the 216 
living, 28 already have lived longer with diabetes than 


Number of Deaths from Important Causes and Percentage 


(These Are of All Causes in Successive Eras of Treatment) 


Preinsulin Era, 


Insulin Era 
— ~ 











1898-8/6/22 “" $/7/22-12/31/36 1/1/37-12/31/43 1/1/44-11/6/48 
r A“ ~ —— A — — A—___—, 
Percentage Percentage Percentage Percentage 
Cause of Death Deaths of All Cases Deaths of AllCases Deaths of AllCases Deaths of All Cases 
Bs cakttneawivnccvecesscsensssccecccescvccee 34 100.0 92 100.0 73 100.0 59 100.0 
icktbcbcnteneeccesccgste<acccveutesese 12 35.3 2 2.2 ee eves 1 17 
Coma absent 
Cardiovascular-renal. ............06+cccecceceecs 12 35.3 59 64.1 47 64.4 49 83.1 
BIBS, 60 secscedcccccsccccccccccccccce 12 35.3 59 64.1 47 64.4 49 83.1 
Sin dctccccscesoncescéccctcceccscscececcccs 5 14.7 39 42.4 32 43.8 33 55.9 
idebatensebiesecoctsaqercetstusscoocs 3 8.8 3 3.3 4 5.5 4 6.8 
PE chedacetedeedecevccen geevevsedseeusce 3 8.8 1 10.9 7 9.6 ll 18.6 
a dideWkedhneedeheaveecascuensasceces 1 2.9 5 5.4 a 5.5 cece 
Is ns on cueeuegeneseosenqascovese oe ese 2 2.2 a esse 1 17 
ss akin ono de eh cae eendetassoorenees 2 5.9 9 9.8 10 13.7 
Pneumonia and respiratory.................+. 1 2.9 3 3.3 7 9.6 
All other infections... ............ceeeeeeeeeeee 1 2.9 6 6.5 3 4.1 ode 
COME a oc cccccccccsccccccccccstcccessescccccccces 4 11.8 7 7.6 4 5.5 5 8.5 
SE dasies covccsenccscscactecdbocencoucse 1 2.9 5 5.4 4 5.5 1 17 
iced cates sacndvvessee conveceosecseccecese ee eee ee ente 3 41 1 1.7 
vccdcccccccccdescccscccccoceccoscesceccecs ocBe se eee 2 2.7 ee eese 
Other and unknown diseases.............-..++00+ 3 8.8 10 10.9 3 41 2 3.4 


These declines in gangrene and nephritis may reflect the 
introduction of the sulfonamides and antibiotics in 
recent years (1946-1948). 

In table 8 the deaths from cardiovascular-renal dis- 
ease are shown by 10 year age groups at death. The 


TasLe 8.—Number of Deaths and Average Age at Death Among 
Diabetic Physicians Who Died from Cardiovascular- 
Renal Disease (by Age Groups at Death) 


Number of Deaths 
- 





- a Te! 
Preinsulin Insulin 

Age at Era, 1898 Era, 8/7/22 

Death Total to 8/6/22 to 11/26/48 
Ps becndcccceccccoccasese 167 12 155 
BENE Gn cccccccccccccccscccces 5 1 + 
Babrrcccedsecccccsccceccccrcece 15 11 
Fnicdsntcecccrcceseteccecene 83 3 30 
Bbncscvcecccccsccecesecccesce 79 4 7% 
BPG GOR eo ct cc ceccsscccessees 35 ee 35 
RPATRBD RBs ccccvcevcccccesces 67.2 57.8 68.0 


numbers of deaths are small below the age of 55 years. 
Of the 155 deaths in the insulin eras 140 occurred at 
ages 55 and over. Thus 90 per cent of the cardio- 
vascular-renal deaths occurred in physicians who had 
passed 55 years. Also, it is noteworthy that 110, or 


they would be expected to live without it. Of the total 
group of approximately 30,000 true diabetics, some 
2,000 have attained a normal life expectancy. 


PATIENTS UNDER AGE 35 AT FIRST VISIT 


In order to see what happened to physicians whose 
diabetes began at an age early enough for them to 
decide for or against medicine as a career, I have chosen 
those 45 physicians who were examined by my associ- 
ates and me before the age of 35. Diabetes developed 
in six before entrance to medical school, in four while 
in training and in the remainder (35) after graduation. 

There are 37 living physicians in this group, with 
an average age at onset of 27.8 years. One was a 


‘juvenile diabetic with onset at age 10, another at age 18 


and the remainder between the ages of 20 and 34. The 
record of one patient is missing. With this exception all 
living physicians recently reported that they were well 
and able to work. The diabetic with onset at age 10 
has had retinitis since 1943, after having had diabetes 
for 16 years, but to date no essential visual impair- 
ment has been noted. A 68 year old physician who 
has had diabetes for 41 years carries on a limited medi- 
cal practice. Recently a 61 year old physician who had 
had diabetes for 35 years reported that he was carrying 
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on an active practice. His insulin dosage has been 
approximately 70 units daily since he first began taking 
it, in 1922. 

The living physicians have had diabetes of varying 
severity. The disease in six was borderline, in that 
diagnosis was based on occasional glycosuria with posi- 
tive reactions to glucose tolerance tests. Five patients 
controlled glycosuria with only moderate dietary restric- 
tion. One required insulin off and on over a period of 
years. Thirteen of the remaining 24 have taken 40 or 
more units of insulin daily, whereas the others have 
consistently used less than that amount. 

In the eight physicians in the group, now dead, dia- 
betes developed at an average age of 28.1 years; they 
died at an average age of 42.8 years. Four died of 
cardiovascular-renal disease, but only one of these 
deaths was definitely influenced by diabetes. One of 
this group had diabetes before entering medical school 
and died of “chronic myocarditis.” One died of tuber- 
culosis, one of lobar pneumonia, one of carcinoma of the 
lung and one of ketosis. The physician with ketosis 
died before the insulin therapy era, after three years of 
diabetes with no attempt to follow a diet. 

Several important conclusions may be drawn from 
observations on the physicians in whom diabetes devel- 
oped at an early age: 1. Diabetes developed in very 
few students before they entered or while they were in 
medical school. This is in accord with the known 
figures for the ages of incidence of diabetes in the gen- 
eral population. Only one of the dead physicians had 
diabetes before entering medical school, and the death 
was not related to diabetes. 2. Eighty per cent of this 
group are carrying on the practice of medicine. None 
has changed his occupation. 
of these physicians who had early onset of diabetes 
have died, and of these, only two (25 per cent) lost 
their lives because of diabetes. Thus, of the total 
group only 4.4 per cent died of diabetes. 


COMMENT 
It is doubtful that a physician whose diabetes is con- 
trolled by diet alone or whose insulin requirement is 
low would find that he could practice any branch of 
medicine less well than his nondiabetic colleagues. 
However, if his insulin dosage is consistently high and 
his disease unstable, he should choose his type of prac- 
tice carefully. For instance, the surgeon could be 
seriously embarrassed by the occurrence of hypo- 
glycemia, especially with the unpredictable periods of 
time required for more difficult operative procedures. 
It is notable that physicians with tuberculosis have a 
lower average age at death than do those with diabetes, 
yet seldom is it thought necessary for a young physician 
with tuberculosis to change his occupation. Most phy- 
sicians in this study were overweight at the time of 
onset of their diabetes. Since in most diabetic phy- 
sicians the onset of the disease occurs after the age 
of 35, it would seem advisable for all physicians to 
avoid obesity. A century ago Bouchardat wrote, “I 
do not believe myself very wrong if I say among twenty 
men 40 to 60 years of age belonging to legislative 
assemblies, to great learned societies, or holding supe- 
rior positions in commerce or finance, and even in-the 
army, that one is sure to find a glycosuric.”* Weight 
control might also be of extreme importance in making 
physicians less prone to vascular disease. 


5. Bouchardat, A.: De la glycosurie ou diobéte Sucré, ed. 2., Paris, 


Germer-Bailliére & Cie., 1883, p. 180. 


3. Less than 20 per cent 
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Comparing the average age at death of the diabetic 
physician (68.1 years) with that for physicians as a 
whole (67.3 years) may not be entirely fair, since 
this series of diabetic physicians includes few in whom 
the disease developed at an age when they might decide 
against medicine as an occupation. There were proba- 
bly some young diabetics who gave up medicine and 
so never fell into this series. However, the young 
surviving diabetic physician has fared well in his pro- 
fession, and the number who have died is small. 

The most recent results for diabetic children * show 
clearly the lethal arteriosclerotic effect of diabetes. If 
a medical school is to develop any policy toward exclud- 
ing a young diabetic, it should probably be determined 
by the presence or absence of several factors: First, 
vascular complications (retinitis, nephritis, hypertension 
or caicification of peripheral arteries) would be against 
his admission. Second, the applicant should have had 
diabetes long enough for him to demonstrate that he 
could control his disease intelligently and conscien- 
tiously. Third, arbitrarily one may say that if a person 
has had diabetes for 15 years or more, with or without 
good control or complications, he should be discouraged 
from entering medical school. Certainly the mental 
and personal capacities of the young diabetic should 
be above average if he is to become a physician. 


CONCLUSIONS 

1. The average diabetic physician will live almost 
as long as the average physician, and he will live 
somewhat longer than the average diabetic patient. 

2. It is worth while for a diabetic to enter medical 
school with the limitations discussed, namely, (a) that 
he show none of the degenerative complications of 
diabetes, (b) that he demonstrate his ability and 
willingness to control his diabetes and (c) that his 
duration of diabetes at time of entrance is less than 
15 years. Under the same conditions the medical 
school need have no hesitation in receiving him. 

3. Once embarked in the study of medicine, the 
physician in whom diabetes develops need not give up 
his chosen profession. 

4. The average diabetic physician will slightly outlive 
his nonmedical contemporary. He should adhere to 
the hygienic practices that will keep him in the best 
physical and mental condition, in order to prevent 
renal complications and postpone as long as possible 
the lethal effects of cardiovascular disease. 





6. Root, H. F.: Diabetes and Vascular Disease in Youth, Am. J. M. 
Sci. 217: 545-553 (May) 1949. 





Radioactive Isotope of Cobalt.—It is of interest that in 
the radioactive isotope of cobalt, cobalt 60, we have a sub- 
stance which gives off a three and a half million-volt type of 
gamma radiation with only a small amount of relatively soft 
beta radiation, relatively easily screened out, and virtually the 
equivalent of radium radiation. Also, if cobalt does accidentally 
gain access to the body, it is not toxic, because it is metabolized 
normally and is not permanently laid down in bone, as is the 
case with radium. This new therapeutic tool will not ever 
completely supplant radium, but it undoubtedly will greatly 
amplify radium therapy. It will make available a much greater 
variety of applicators than could ever have been had in the 
past, and it will materially reduce the cost of the basic material. 
It has only one troublesome feature—its relatively short half- 
life as compared to radium, five and a half years as against 
some 1,400 years.—Shields Warren, M.D., New Developments 
in the Cancer Field, Radiology, July 1950. 
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EVALUATION OF CURARIZING AGENTS IN MAN 


K. R. UNNA, M.D. 

E. W. PELIKAN, M.S. 
D. W. MACFARLANE, M.S. 
R. J. CAZORT, M.D. 
M. S. SADOVE, M.D. 
and 
J. T. NELSON, M.D. 
Chicago 


Curare, the South American arrow poison, is a brew 
concocted with ritual mystery from a variety of plants 
by the witch doctor of certain tribes. The natives dip 
their arrow points into the viscous preparation, and 
small animals that are wounded by the arrow become 
paralyzed and fall prey to the hunter. Desiccated curare 
is a brittle brown substance. Its unique pharmacologic 
action was discovered 100 years ago by Claude Bernard 
and his contemporaries, who stated that curare causes 
paralysis of the voluntary muscles by interrupting the 
transmission of nerve impulses at the neuromyal junc- 
tion. The muscle, although no longer responding to 
stimulation of its motor nerve, remains capable of con- 
traction if its fibers are stimulated directly. 


. 
Cees HO OCH, 
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Fig. 1.—Structural formula of d-tubocurarine. In dimethyl d-tubocu- 
rarine, CHs replaces H in the starred positions. 


Attempts to introduce curare into therapy met with 
little success as long as no reliable purified preparation 
was available. With the advent of purified preparations 
of uniform potency (purified Chondodendron tomen- 
tosum extract [intocostrin®]) and the isolation of 
d-tubocurarine chloride in pure form, curarizing agents 
have become available which have secured for them- 
selves a definite place in medicine, particularly in 
anesthesia and in neuropsychiatry.* 


CHEMISTRY AND MODE OF ACTION 


The natural alkaloid d-tubocurarine is obtained from 
the bark of South American vines (mainly Chondo- 
dendron). Dimethyl-tubocurarine, the methyl ether of 
d-tubocurarine, is prepared from the natural! alkaloid in 
the laboratories. A large number of synthetic com- 
pounds of relatively simple chemical structure have 
been studied for curare-like action. Recently two of 
these compounds have been introduced into ther- 
apy: decamethonium (decamethylenebis[trimethylam- 
monium], syncurine® or C 10) as the iodide salt by Paton 
and Zaimis ? in England and 1,2,3-tri(diethylaminoeth- 
oxy) benzenetriethyl iodide (flaxedil®) by Bovet and 
Bovet-Nitte * in France (figs. 1, 2 and 3). The specific 





From the Departments of Pharmacology and Surgery (Anesthesia), 
University of Illinois College of Medicine. 

The curarizing agents, supplied by Dr. S. H. Newcomer of E. R. 
Squibb & Sons, were: tubocurarine chloride pentahydrate (3.0 mg. per 
1 ce.), dimethyl-tubocurarine iodide (0.8 mg. of ion per 1 cc.) and deca- 
methonium bromide (0.5 mg. of ion per 1 cc.). 

McIntyre, A. R.: Curare: Its History, Nature, and Chemical Use, 
Chisnen University of Chicago Press, 1947. 

2. Paton, W. D. M., and Zaimis, E. J.: Brit. J. Pharmacol. 4: 381, 
1949. 

3. Bovet, D., and Bovet-Nitte, F.: Structure et activité pharmaco- 
dynamique des médicaments du systéme nerveux végétatif: Adrenaline, 
acetylcholine, histamine et leurs antagonistes, Basel, S. Karger, 1948. 
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action of these compounds on the neuromyal junction 
(curarization) is probably related to the presence of 
quaternary nitrogen atoms in their molecular structure, 
In proper dosage these agents paralyze skeletal muscles 
of the facial and neck region first; then the larger 
muscles of the trunk and the extremities become para- 
lyzed before the diaphragmatic musculature. Large 
doses will paralyze the respiratory muscles and cause 
death by asphyxiation. The margin of safety ofall 
curarizing agents is small, and none should be given 
without provision for effective artificial respiration. 
With adequate artificial respiration for the patient, their 


H,C. CH, 
+ A 

H,C — N-—— (CH,),—— N"—CH,. 

H,C CH, 


Fig. 2.—Structural formula of decamethylenebis(trimethylammonium) 


(C 10). 


margin of safety is greatly increased because these 
agents affect structures other than the skeletal muscle 
(autonomic organs and the central nervous system) only 
when a multiple of the total paralyzing dose is admin- 
istered. Although the mode of action (block at the 
neuromyal junction) of these agents is the same in 
animal and man, the potency, duration of action and 
relative involvement of various muscle groups differ 
remarkably from species to species. Figure 4 demon- 
strates the wide variation in potency of three curarizing 
agents in various species; no satisfactory test animal is 
known in which the potency as well as the muscular 
effects of a drug are sufficiently similar to those in 
man to permit safe conclusions regarding therapeutic 
usefulness. 
PROCEDURE 

Agents intended for curarizing effects in therapy can 
be accurately evaluated only on man himself by quanti- 
tative observations unobscured by the effects of an 
anesthetic or any other drug. More than 150 experi- 
ments were performed on six normal, male volunteers 
ranging in age from 22 to 36 years and in weight from 
150 to 180 pounds (68 to 81.6 Kg.).* 


The subjects, in a supine position, breathed pure oxygen 
through a mouthpiece. The circuit contained also a recording 
spirometer. A dynamometer, calibrated in kilograms, was used 


ee CH, CH, N(CH,), 
-O-CH,CH;N(GH,), | 31 


~O-CH,"CH,; NCH), 


Fig. 3.—Structural formula of 1,2,3-tri(diethylaminoethoxy) benzene- 
triethyl iodide (flaxedil®). 


to measure the strength of the grip of the subject’s left hand. 
Blood pressure and pulse were measured at frequent intervals. 
Ophthalmologic observations, electrocardiograms, electroenceph- 
alograms and measurements of pain threshold were also obtained. 

After a control period to allow measurements to assume con- 
stant value, the curarizing drug was injected intravenously over 
a 90 second interval. Grip strength, vital capacity and other 
observations were recorded frequently at appropriate time inter- 





4. Unna, K. R., and others: J. Pharmacol. & Exper. Therap. 98: 318, 
1950. Pelikan, E. W., and others: ‘ibid. 99:215, 1950. Macfarlane, 
D. W., and others; ibid. 99:226, 1950. 
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CURARIZING 


vals during the course of the experiment. Communication. with 
the subject was maintained by prearranged signals. An intuba- 
tion kit, oxygen mask and bag were kept in readiness for 
administration of artificial respiration in the event of acute 
respiratory embarrassment, but these were never needed. 


Figure 5 represents a typical experiment with tubo- 
curarine chloride, showing relative responses of grip 
strength, respiration, blood pressure and pulse and their 
duration. Forty-five seconds after the beginning of the 
injection, heaviness of the eyelids and transitory 
diplopia were perceived in the subject. At the com- 
pletion of the injection, diplopia became fixed and 
could be noticed only when the subject’s eyelids were 
raised by the operator. As curarization proceeded, the 
subject felt that the facial muscles, the neck and back 
muscles and the muscles of the extremities became 
relaxed in about that order. Simultaneously with the 
paralysis of the pharynx and the jaw muscles, increased 
difficulty in swallowing was observed. This effect was 
similar with all drugs but was most decided when 
decamethonium bromide was given. In contrast, paraly- 
sis of the jaw muscles alone seemed to be most pro- 
nounced with tubocurarine chloride, causing the subject 
to have difficulty in holding the mouthpiece in place. 


Tas_eE 1.—Comparison of the Effects of Curarising Agents 
on Grip Strength and Vital Capacity in Four 
Unanesthetised Subjects 
Dose (Mg.) 
Producing 





95% 
Decrease 
No. in Grip 
of Strength Vital 
Experi- in70 Kg. Durationin Capacity 
ments Man * Min.* % Decrease * 
Tubocurarine chloride..:..... 28 9.45 + 8 26.8 + 7.1 31.3 + 16.3 
Dimethyl-tuboeurarine iodide, 17 3.98 + .2 22.2 + 2.4 16.0 + 11.7 
Decamethonium bromide..... 30 2.24 + .4 20.1 +13 610+ 2.3 
Flaxedil ¢ ..ccccccccccsccccces 19 48.53+3.2 188+2.8 19.9 + 11.6 





* Values expressed as means with standard deviations. 
+ Registered trademark. 


Decamethonium bromide differed from other agents in 
that the onset of paralysis was often accompanied with 
muscle twitches of a fasciculatory type. 

With the doses used, no consistent changes were noted 
in the blood pressure or pulse rate that could not be 
attributed to the psychic state of the subjects and no 
alterations were noted in either the electrocardiogram 
or the electroencephalogram. Pain thresholds were not 
affected by any of the drugs. 


COMPARATIVE POTENCY OF EFFECT ON THE 


GRIP STRENGTH 


The evaluation of the four curarizing agents shows 
that they differ characteristically and significantly in 
many respects (table 1). When measured by the 
dose necessary to decrease grip strength by 95 per cent 
in man, decamethonium bromide (2.2 mg.) is more 
potent than dimethyl-tubocurarine iodide (4 mg.) or 
tubocurarine chloride (9.5 mg.). Flaxedil® is about 
one twentieth as potent as decamethonium bromide. 
As indicated by the standard deviations, effects of 
decamethonium bromide on grip strength showed 
greater variations and were less predictable than the 
responses of the four unanesthetized subjects to the 
curare alkaloids. 
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EFFECT ON RESPIRATION 


Measured by the percentage of decrease in vital 
capacity when grip strength was depressed 95 per cent, 
decamethonium bromide depressed respiration much 
more than any other agent (table 1). In contrast to 
its “respiration sparing” effect, observed in cats and 
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Fig. 4.—Relative potency of decamethonium bromide (C10),  tubo- 
curarine chloride (dTC) and dimethyl-tubocurarine iodide (dimdTC) in five 
species. Potency of tubocurarine chloride = 1. The initials PD denote 
paralyzing dose; HD, head drop dose; RR, dose causing loss of righting 
reflex and GD-95, dose causing 95 per cent decrease in grip strength. 


monkeys, it depresses the vital capacity in man to such 
an extent that adequate paralysis of the hand grip 
cannot be obtained without a serious decrease in vital 
capacity (61 per cent). On the contrary, dimethyl- 
tubocurarine iodide in equipotent doses causes only 
slight - diminution of vital capacity (16 per cent). 
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Fig. 5.—Effect of 9.45 mg. tubocurarine chloride in a subject of 70 Kg. 
All changes are in percentage of control values. Rate denotes the respira- 
tory rate; M. V., respiratory minute volume; M. T. V., mean tidal volume; 
G. S., grip strength, and V. C., vital capacity. 


Flaxedil® resembles dimethyl-tubocurarine iodide in 
that it affects vital capacity much less than does 
decamethonium bromide. Once paralysis began in the 
muscles of the forearm or in the respiratory muscles, 
it proceeded at an equal rate in both muscle groups. 
The characteristic differences among the curarizing 
agents in depressing respiration are thus due to the 
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differences in the threshold of the respiratory muscles 
to the various agents. 

In order to provide a single index of the relative 
effects of the different agents on the respiratory and 
peripheral musculature, a ratio was calculated between 
the dose which depresses vital capacity 50 per cent 
(thus causing significant subjective respiratory diffi- 
culty) and the dose which depresses grip strength 95 
per cent (corresponding to a minimum degree of 
relaxation desirable for surgery). This coefficient is 
significantly lower for decamethonium bromide (0.86) 
than for dimethyl-tubocurarine iodide (2.99), tubo- 
curarine chloride (1.48) or flaxedil® (1.22). 


DURATION 

The duration of action as measured by the time for 
75 per cent recovery of grip strength differs signifi- 
cantly among the three agents (table 1). Decameth- 
onium bromide has the shortest duration (usually 
less than 20 minutes), dimethyl-tubocurarine iodide 


Taste 2.—Effect of Antagonists on the Mean Percentage 
Decrease in Grip Strength Obtained with Tubocurarine 
Chloride and Decamethonium Bromide* in 
Four Subjects 


Average Decrease in Grip Strength t 


a atm . sams. 
After After 
After Penta- Tubo- 


Neostigmine methonium curarine 
No Methylsulfate Iodide Chloride 


Antagonist 0.5 Mg.i.v. 50 Mg.i.v. GD-95* 
Tubocurarine chloride..... 14.5% BAH — seetes 
nj=2 Bee i cveces ee 
Decamethonium bromide.. | ee 90.4% 0% 
n DB esccce ned n=4 





* Approximate dose causing 95 per cent decrease in grip strength. 

t The antagonists (neostigmine methylsulfate and pentamethonium 
jodide) were administered five minutes before the curarizing agents; 
tubocurarine chloride was given ‘45 minutes before decamethonium 
bromide; at the time of injection of the latter drug the subjects had 
completely recovered from the measurable effects of the former. 

t The letter n indicates the number of experiments. 


has intermediate duration (21 to 26 minutes), and 
tubocurarine chloride has the longest duration of effect 
(generally 27 minutes or longer). The duration of 
effect of flaxedil® is about the same as that of deca- 
methonium bromide. 


REPEATED ADMINISTRATION 

Cumulative effects of tubocurarine chloride and 
dimethyl-tubocurarine iodide were observed when these 
drugs were readministered after all measurable effects 
of the first dose had disappeared. After a 45 minute 
interval, injection of one half of the initial dose pro- 
duced effects which were about equal to the effects of 
the first dose (fig. 6). It may be concluded that at 
this time, after apparent recovery, about half the amount 
of injected tubocurarine chloride or dimethyl-tubo- 
curarine iodide still remained in an active form in the 
organism. 

No cumulative effects were observed in man with 
decamethonium bromide. Administration of a second 
and equal dose 30 minutes after the first injection con- 
sistently produced a significantly slighter response than 
did the first dose (fig. 6). Thus, tachyphylaxis to 
decamethonium occurs in man, a characteristic not 
observed in animals. 

ANTAGONISM 

Pretreatment with neostigmine methylsulfate (0.75 
mg.) produced a significant diminution in the severity 
and duration of the effects of tubocurarine chloride 
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(table 2). The effects of tubocurarine chloride on 
grip strength, however, were by no means abolished 
and were comparable to those otherwise obtained with 
about 60 per cent of the standard dose used. 

In contrast to tubocurarine chloride, decamethonium 
bromide is not antagonized by neostigmine. It has been 
claimed that pentamethonium iodide (pentamethylene- 
bis[trimethylammonium iodide], or C 5), a close chemi- 
cal analogue of decamethonium, has an antagonistic 
effect on the action of the latter in animals and in man. 
Although it may antagonize the effect of decamethonium 
bromide in some animals (rabbit and cat), it was found 
that pretreatment with 50 mg. of pentamethonium 
iodide failed to diminish the effectiveness of decameth- 
onium in unanesthetized man. The effects of the 
latter were completely abolished, however, when it was 
given after recovery from curarization with tubo- 
curarine chloride (table 2). 
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Fig. 6.—Effect of repeated administration of curarizing agents on grip 
strength (solid line) and vital capacity (bars) expressed in percentage 
of controls. Data for one subject. 


COMMENT AND CLINICAL IMPLICATIONS 

The differentiation of the curarizing agents has been 
made entirely on the basis of their effects on the skeletal 
musculature and the persistence of these effects. Doses 
which paralyze skeletal muscle adequately for abdomi- 
nal surgery have no consistent effects on structures 
innervated by autonomic nerves, on the central nervous 
system, on pain thresholds or on consciousness of 
cerebration. No observations indicating release of 
histamine were noted in any of the subjects, although 
tubocurarine chloride has been shown to release hista- 
mine from skeletal muscle in a greater measure than 
decamethonium bromide.’ 

All curarizing agents included in this study differed 
characteristically from each other by their potency, 
duration of action and relative effect on respiration. 
In addition, decamethonium bromide differs from tubo- 
curarine chloride and dimethyl-tubocurarine iodide in 
that repeated administration leads not to cumulative 
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effects but to a diminution in its effect on grip strength. 
Furthermore, it has been reported® that profound 
respiratory depression lasting for many hours has 
followed repeated administration of decamethonium 
bromide in anesthetized patients. 

Recent in vitro and in vivo studies have shown that 
well defined differences exist between the paralysis pro- 
duced by tubocurarine chloride and that seen with 
decamethonium bromide. The latter has been shown to 
produce a reduction in the demarcation potential of 
muscle not seen with the former ?; the action of deca- 
methonium bromide is not antagonized by neostigmine 
methylsulfate, and, in contrast to tubocurarine chloride, 
decamethonium bromide does not act synergistically 
with ether on the neuromyal junction. These obser- 
vations indicate that the mode of action of these agents 
at the neuromyal junction is not identical. 

In view of the differences in the mode of action, 
decamethonium bromide should not be regarded simply 
as an alternative for tubocurarine chloride. Further- 
more, the two drugs cannot be used interchangeably 
in any given person, inasmuch as tubocurarine chloride 
antagonized the effect of a subsequent injection of 
decamethonium bromide. This unilateral antagonism 
between the two curarizing agents is pronounced in 
unanesthetized volunteers. The phenomenon has also 
been observed on occasion when, after’an initial injec- 
tion of tubocurarine chloride, decamethonium bromide 
was administered to patients during the course of 
surgical anesthesia. 

CONCLUSIONS 

The results of this evaluation of curarizing agents 
in man allow conclusions which must be considered in 
the choice and rational use of any of these agents: 

1. In potency, as determined by equal effects on 
grip strength, decamethonium bromide (decamethylene- 
bis[tetraethylammonium bromide], or C 10) surpasses 
all other agents. The variability in response to deca- 
methonium bromide is greater than that to either tubo- 
curarine chloride or dimethyl-tubocurarine iodide. 

2. The threshold of the respiratory muscles to the 
paralyzing effects is significantly different for each 
drug. It is lowest to decamethonium bromide and 
highest to dimethyl-tubocurarine iodide and flaxedil® 
(1,2,3-tri[diethylaminoethoxy] benzene triethyl iodide). 

3. Duration of action is shortest with decamethonium 
and flaxedil,® intermediate with dimethyl-tubocurarine 
iodide and longest for tubocurarine chloride. 

4. Repeated doses of the two last-mentioned drugs 
are cumulative when given at intervals of 45 minutes, 
even after recovery from measurable effects. Repeated 
doses of decamethonium bromide are not cumulative 
but have, on the contrary, a decreased effect on the 
musculature. 

5. Neostigmine methylsulfate mitigates but does not 
completely abolish the effects of a subsequent injection 
of tubocurarine chloride. No effective antidote to 
decamethonium bromide in man is known. 

6. Pretreatment with tubocurarine chloride dimin- 
ishes greatly the curarizing effects of a subsequent 
injection of decamethonium bromide. 





5. Sadove, M. S.; Macfarlane, D. W., and Pelikan, E. W.: J. Internat. 
Coll. Surg. 13: 745, 1950. 
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REPORT ON THE THIRD WORLD HEALTH 
ASSEMBLY OF THE WORLD HEALTH 
ORGANIZATION 


EDWARD J. McCORMICK, M.D. 
Toledo, Ohio 


The Third World Health Assembly of the World 
Health Organization of the United Nations, held at 
the Palais des Nations in Geneva, was attended by 
delegates from 57 member states. This annual meeting 
of delegates from nearly all the noncommunist nations 
of the world assures the continuity of cooperation in 
public health and determines the strategy for the inter- 
national offensive against the major diseases. The 
Assembly is the responsible authority directing the 
work of the World Health Organization. 

International health cooperation in the post World 
War II period entered a new era in June 1946, when 
an International Health Conference, convened in New 
York City by the United Nations, prepared and adopted 
the Constitution of the World Health Organization. 
The preamble of the WHO constitution defines health 
as a “state of complete physicial, mental and social 
well-being and not merely the absence of disease or 
infirmity.” The constitution recognizes that the “health 
of all people is fundamental to the attainment of peace 
and security and is dependent upon the fullest coopera- 
tion of individuals and states.” These concepts are the 
foundations on which the World Health Organization 
is built. They make the World Health Organization 
what it is—a new weapon in man’s struggles against 


_ suffering and disease. 


ORGANIZATION OF WHO 

A. WHO Interim Commission was created by the 
International Health Conference. This commission laid 
the groundwork for the establishment of the perma- 
nent WHO. By April 7, 1948, the constitution was rati- 
fied by 26 countries which were members of the United 
Nations, and it went into effect. In June 1948 the 
First’ World Health Assembly convened in Geneva, 
and the WHO was formally organized. 

Concepts which became the WHO constitution had 
actually been in the making for nearly a hundred years. 
In 1851 the first international quarantine conference 
was held in Paris, and an attempt was made to secure 
agreement on the means to prevent the spread of epi- 
demic diseases. The conference failed, partly because 
the method of spread of disease was largely unknown 
and partly because political considerations were allowed 
to overshadow the conference. Five more attempts at 
international agreement were made during the nine- 
teenth century before the first valid agreement, relating 
to the control of pilgrimages and to regulations for the 
Suez Canal, resulted from the Venice Conference of 
1892. 

In 1902 the first effective international health organi- 
zation was formed with the creation of the Pan Ameri- 
can Safitary Organization. Jt was followed in 1907 
by the Rome Agreement, which brought a modern 
international sanitary convention and established the 
Office International d’Hygiene Publique in Paris. 

In 1921 the Health Organization of the League of 
Nations was created. This organization not only con- 
cerned itself with improving epidemiological informa- 





Dr. McCormick, a member of the Board of Trustees of the American 
Medical Association, was a member of the United States Delegation to 
the Third World Health Assembly, which met in Geneva, Switzerland, 
May 8-27, 1950. 
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tion services but also aided national health departments 
in other fields, such as malaria, tuberculosis, nutrition 
and standardization of. biological tests and products. 

During the period leading up to the World Health 
Organization of the United Nations the need for an 
international approach to problems of health became 
increasingly apparent. In the early days of inter- 
national health work the chief concern was to prevent 
the spread of infectious diseases from one country to 
another. Now, attempts were to be made to control 
and eliminate certain communicable diseases from 
endemic foci in different areas of the world. 

The delegates to the First World Health Assembly 
faced vast problems in creating an effective organi- 
zation and in deciding on methods of reaching objec- 
tives. In order to permit the WHO to deal effectively 
with the specific needs of various regions, six regional 
organizations were created to serve the following areas: 
Eastern Mediterranean, Western Pacific, Southeast 
Asia, Europe, Africa and the Americas. Regional 
offices have now been established in New Delhi, India, 
and in Alexandria, Egypt, for Southeast Asia and the 
Eastern Mediterranean region, respectively.. The Pan 
American Sanitary Bureau was designated as the 
regional office for the Western Hemisphere in 1948. 
A special office for Europe has been established at 
WHO headquarters. Preparatory action for organi- 
zation of the Western Pacific area was taken by the 
Third World Health Assembly. 


PROGRAMS OF ASSEMBLIES 

The First Assembly was also challenged with the 
problem of deciding on a realistic program. Faced by 
a staggering need for health assistance in many areas 
of the world, the Assembly had available only $5,000,000 
for its first year budget. In order to reconcile the 
objectives with the small budget available, the assembly 
decided to give emphasis to certain of the more urgent 
health problems. Malaria, maternal and child health, 
tuberculosis, environmental sanitation, venereal diseases 
and nutrition were assigned priorities. 

The Second Assembly, which met in Rome in June 
1949, followed the same procedure in developing pro- 
grams. The reports from delegates on the progress in 
their countries in combating disease were a high point 
of this Assembly and provided encouragement for the 
advancement of the work. The delegate from Ceylon, 
for example, told how the death rate in his country had 
been reduced from 21 to 14.3 per 1,000 in a single 
year as a result of the dusting of the ,island with 
dichlorodiphenyltrichloroethane (DDT). The incidence 
of malaria in Ceylon was sharply reduced, and at 
the same time the incidences of other diseases fell. 
Greece also reported benefits in solving its health prob- 
lems as a result of help from the World Health Organi- 
zation and from the United States. Malaria cases in 
Greece have been reduced nearly 98 per cent as the 
result of a well planned program. 

The Second Assembly agreed on the selection of 
“health demonstration” areas in which WHO experts 
would aid national health personnel in combating spe- 
cific disease problems. It is hoped that the success of 
these demonstrations in one particular field will carry 
over to the general health services of the country, thus 
assuring the permanent improvement of the area. In 
this connection the attention of the Assembly was 
focused particularly on the underdeveloped areas of the 
world. In such areas these demonstrations are of 
further value in the training of local technical personnel 
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who will be able to carry on the work after WHO 
support is terminated. In every case the host govern- 
ment must assure the WHO that local personnel will 
collaborate in demonstrations and eventually carry on 
the work in wider areas. : , 


PROBLEMS OF EARLIER ASSEMBLIES 

The Second Assembly was marked by vicious attacks 
by the East European bloc against the United States 
on the question of medical supplies. This group of 
countries felt that the: WHO should procure medical 
supplies for countries which were not able to produce 
them. Other delegations contended that the amount of 
assistance that WHO could supply was infinitesimal 
compared with world needs and that medical supplies 
should be obtained through normal channels. A solu- 
tion was adopted which provided that the WHO would 
provide medical supplies for projects sponsored by it. 

At the time the Third World Health Assembly con- 
vened this year, the World Health Organization had 
completed its organization. The Assembly was con- 
cerned principally in further developing the programs 
along agreed lines of approach. 

There were no delegates present from the East 
European countries. Letters of withdrawal had been 
received from Albania, Bulgaria, Czechoslovakia, Hun- 
gary and Rumania in addition to those received the 
previous year from the three Soviet republics. Poland, 
the only remaining member of the Soviet bloc, sent no 
delegation. The resignation of the Republic of China 
had been received a short time before the opening of 
the Assembly. None of the resignations has been 
accepted. 

UNITED STATES PARTICIPATION 

The United States delegation worked well together 
and was an effective team. It was ably led by Surgeon 
General Leonard A. Scheele of the Public Health 
Service. Other members of the delegation were Dr. 
Vlado A. Getting, commissioner of public health of 
Massachusetts; Mrs. John L. Whitehurst, honorary 
chairman of the Council of International Clubs; Dr. 
H. van Zile Hyde, director of the Division of* Health 
and Sanitation of the Institute of Inter-American 
Affairs and the United States appointee to the Execu- 
tive Board of the WHO; Howard B. Calderwood, of 
the Department of State, and I. Seven advisers, includ- 
ing a Congressional adviser, the Honorable Walter H. 
Judd of Minnesota, accompanied the delegation. 

The Assembly reduced the United States’ share of 
the budget from 36 to 35 per cent in accord with the 
principle, previously agreed on, that no member state 
eventually will contribute more than one third of the 
budget. The Second Assembly had reduced the United 
States’ share from 38.54 to 36 per cent. The budget 
from the calendar year 1951, based on the contributions 
of member nations, was set at $7,100,000. Funds from 
other sources make the total budget $7,300,000. The 
United States’ assessment for 1951 is $2,481,159, about 
$39,000 less than our assessment for 1950. The budget 
was distributed as follows: $277,758 for organizational 
meetings, $5,888,478 for operating programs and 
$1,133,764 for administrative services. The default 
on their contributions by countries in Eastern Europe 
and slow payments from a few other countries forced 
the WHO to reduce its planned operations and stay 
within a level of expenditures of $6,300,000 during 
1950. 
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The program proposed by the Director General for 
1951 was approved by the Assembly with only a few 
changes. The pestilential diseases, notably plague, 
cholera, yellow fever, smallpox and typhus, were added 
to the list of priority programs. Plans for the prepa- 
ration of International Sanitary Regulations were 
adopted. These regulations are designed to replace and 
simplify the existing sanitary conventions and should 
put to an end the existing confusion regarding vaccina- 
tion requirements for those who travel abroad. The 
regulations will be considered by the Expert Committee 
on Epidemiology and Quarantine in October 1950, and 
a final draft will be considered by a Special Assembly 
Committee in April 1951. It is expected that the 
Fourth World Health Assembly will then be in a 
position to adopt the regulations which will become 
binding on all member states unless objections are 
raised within the specified time limit. 

The Assembly endorsed the activities of the central 
technical services being provided by the WHO. These 
include the daily broadcast from 30 radio transmitters 
throughout the world warning of outbreaks of pesti- 
lential disease. National health services as well as 
ships and aircraft are thus kept constantly informed 
about the spread of communicable diseases. The Assem- 
bly adopted 39 new international standards for bio- 
logical products such as vaccines, vitamins, antibiotics 
and other essential health agents. Additional funds 
were provided for the establishment at WHO head- 
quarters of a focal unit to coordinate national com- 
mittees on health statistics and assist in the application 
of the international nomenclature of causes of death. 

It was decided that the Fourth World Health 
Assembly would be held at Geneva. The Assembly 
expressed its genuine appreciation to the United States 
for an invitation to meet next in this country but felt 
that it was not possible to hold the meeting here in view 
of the limitation of funds available for 1951. The 
Assembly expressed the hope, however, that it would 
be possible to meet subsequently in the United States. 


PRESIDENTS ADDRESS 

Rajkumari (Princess) Amrit Kaur, Minister of 
Health of India, was elected President of the Assembly 
by acclamation. This distinction was conferred for the 
first time on a woman by an intergovernmental assembly 
of this size. The Rajkumari was for many years one 
of the closest collaborators of the late Mahatma Ghandi. 
A speaker of great force and persuasiveness, she has 
been one of the outstanding figures of all three World 
Health Assemblies. The Princess, in her opening 
address to the Assembly, said that the strained relations 
that exist between the Eastern and Western countries 
have a deleterious effect on the humanitarian endeavor 
of the specialized agencies of the United Nations. 
“Though we live in different countries, speak different 
languages and belong to different races, the language of 
the heart is one and human nature is the same the 
world over,” she said. “That kinship must be made 
to rise above all the barriers that today divide ts.” 


OTHER ASSEMBLY ACTIONS 

The Assembly approved a special program of techni- 
cal assistance projects to be financed with funds 
expected to become available under the United Nations 
program of technical assistance for economic develop- 
ment. The Assembly endorsed the proposal of the 
United Nations Economic and Social Council that 22 
per cent of the first $10,000,000 and 22 per cent of 
70 per cent of the next $10,000,000 contributed to 
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the United Nations for technical assistance to under- 
developed countries should be made available to the 
WHO. The Executive Board was authorized to act 
on any aspects of this program needing attention prior 
to the next plenary session. 

Applications for membership were accepted from the 
Republic of the United States of Indonesia, the state 
of Vietnam and the Kingdoms of Cambodia and Laos. 
Cuba, already a member of the United Nations, 
announced its accession to the WHO and took its seat 
in the Assembly. Southern Rhodesia was admitted as 
an associate member. 

The Assembly discussed at length the relation 
between the WHO and the United Nations Inter- 
national Children’s Emergency Fund (UNICEF). A 
resolution was adopted declaring that in the future 
development of an international program for children 
the services of the appropriate permanent agencies of 
the United Nations should be utilized to the maximum 
degree. The resolution urged that any special admin- 
istrative machinery maintained by the United Nations 
itself should be concerned only with fund raising, with 
coordination and with over-all planning. However, 
the Assembly recommended that no action be taken 
which would curtail the activities of UNICEF already 
under way in 1950. 

The meeting reflected the period of international 
tension in which it was held. Trygve Lie, Secretary 
General of the United Nations, spoke at the opening 
session appealing to governments to end the cold war 
and to help the United Nations and its specialized 
agencies to create the conditions of economic and social 
security which could serve as a basis for durable peace. 
Dr. George Brock Chisholm, Director General of the 
WHO, and Dr. Karl Evang of Norway, President of the 
Second World Health Assembly, supported the appeal 
made by the Secretary General and urged governments 
to spend more on constructive work in the field of 
health. They contrasted the vast amounts which are 
being expended on armaments with the relatively small 
amounts being spent for health. 

The WHO has established an Expert Committee on 
Unification of Pliarmacopeias. This committee is work- 
ing to develop an international pharmacopeia to stand- 
ardize information on more than 180 drugs. There 
are now about 29 national pharmacopeias listing drugs 
used in various countries, together with standards of 
purity, methods of preparation and dosage. These 
pharmacopeias have a considerable divergence from 
country to country. The new international pharma- 
copeia will give assurance to Americans traveling 
abroad that they will receive drugs of an approved 
purity and potency. American physicians prescribing 
the use of drugs in foreign countries can be confident 
that in those countries adopting the international 
pharmacopeia their patients will receive drugs meeting 
published standards of potency and purity. The recom- 
mendations for dosages of drugs were referred to the 
World Medical Association, which in turn has con- 
sulted with national medical societies, such as the 
American Medical Association. By this method, dos- 
ages will be established based on the experiences of 
physicians throughout the world. 


ATTITUDE OF WHO TOWARD “SOCIALIZED MEDICINE” 

In one of the reports of a WHO expert committee 
there were repeated references to “médecine sociale,” 
which some feared in English translation would become 
“socialized medicine.” The following statement made 
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by Dr. William P. Forrest, special assistant to the 
Director General, not only served to clear up this point 
but expressed a philosophy of WHO that indicates 
it holds no brief for any method of providing medical 
care: “... for the record, the Director General would 
like to point out that the WHO and its subsidiary 
bodies, such as the Executive Board and expert com- 
mittees, have never concerned themselves with the 
methods of provision of medical care or with the meth- 
ods for the provision of other medical activities. These 
matters are for the countries themselves to decide in 
the light of their own social, economic and political 
circumstances and experience. WHO and its subsid- 
iary bedies and other organs are very properly con- 
cerned with the standards, that is to say with adequate 
standards, of health work and standards for the educa- 
tion of those who will be health workers, and in its 
operational programs WHO tries to assist countries in 
building up such standards. This Committee of Experts 
on Professional and Technical Education of Medical 
and Auxiliary Personnel was concerned to recommend 
that there should be such standards and that one essen- 
tial component of any standard for these personnel is 
to ensure that they should have an awareness of the 
person with whom they are dealing in their work as 
a member of a family or as a member of the community 
and not as an isolated unit. They have insisted in this 
report, as you will notice, on the importance of this 
attitude of mind and have not concerned themselves 
with the manner in which the community may choose 
to make provision for the remuneration of such service.” 

In these troubled times of disturbed economics and 
political unrest (and susceptibility of lesser nations to 
adopt undemocratic ideologies), it is becoming apparent 
that improvement in health is a sine qua non in improv- 
ing understanding among nations. 

I think it will be found that the WHO will play a 
far reaching part in the United Nations’ program of 
technical assistance for underdeveloped areas. In many 
areas economic progress is impossible without sub- 
stantial improvement in public health. Diseases such 
as malaria, tuberculosis and syphilis take a huge toll 
in incapacitation and lack of production. From the 
experience of the past few years, it is clear that control 
campaigns are technically feasible and can be conducted 
at a relatively low cost. DDT and penicillin are key 
weapons in combating tropical, debilitating diseases, 
such as malaria and yaws. When these weapons are 
used in a planned attack, the inroads of disease on 
populations of wide areas are greatly reduced. 

It has been shown that the general improvement in 
health results in an increase in the productivity of the 
people. It is expected that in several of these cam- 
paigns WHO will collaborate closely with the United 
Nations’ Food and Agricultural Organization. 

There is likely to be a great demand for qualified 
American medical personnel to take part in health 
programs overseas conducted by the WHO or by the 
United States on a bilateral basis. I believe that these 
programs are an essential part of the over-all effort of 
the freedom-loving nations of the world to create condi- 
tions which will provide a firm foundation for a lasting 
peace. These programs demand the full support of the 
American medical profession and present a challenge 
which I believe will be accepted. 


CONCLUSION 


I was greatly impressed by my observations at the 
Third World Health Assembly. The World Health 
Organization is engaged in a gigantic task. It is con- 
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cerned with raising standards of medical education, 
fortifying national health services, assisting in control 
campaigns against infectious diseases and codifying and 
classifying medical information of international impor- 
tance. The WHO works closely with the World Medi- 
cal Association on technical problems. It works with 
governments in raising health standards in member 
countries. It is assisted and supported by a number 
of international organizations dealing with special prob- 
lems of health, The WHO is meeting a real need 
in this shrinking world in fulfilling the obligations of 
an international public health agency. 


RESULTS OF MIDLEG AMPUTATIONS FOR 
GANGRENE IN DIABETICS 


SAMUEL SILBERT, M.D. 
and 
HENRY HAIMOVICI, M.D. 
New York 


The results of midleg amputations in a series of 127 
cases of gangrene in patients with diabetes were 
reported by one of us (S. S.) in 1948." It was stressed 
in that report that amputations at the midleg level 
were preferred to thigh amputations because of lower 
mortality, better function and lessened tendency to 
persistent stump pain. Since then a change in technic 
has been adopted. While almost all the patients with 
operation up to 1945 were treated by guillotine amputa- 
tions without skin closure, allowing healing by granula- 
tion of the stump, almost all amputations since that 
date have been closed, and in the majority of patients 
healing has taken place by primary union. This has 
resulted in a striking reduction in mortality and a con- 
siderable saving of time. We report herein the results 
of this improved procedure and summarize the data 
on the entire group of cases up to date. 

The trend to conservative procedures in patients with 
diabetes and gangrene of the feet has continued in recent 
years. Amputations below the knee have been tried 
by more surgeons and are being found satisfactory.’ 
Recently this conservative tendency has led McKittrick 
and others to advocate amputations at the transmeta- 
tarsal level,* thus saving a sufficient portion of the foot 
to make the use of a prosthesis unnecessary. Although 
about one third of such operations fail, the large num- 
ber of successful cases reported by McKittrick indicates 
the value of this new conservative procedure. The indi- 
cations for transmetatarsal and midleg amputations are 
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different ; they depend chiefly on the extent of the gan- 
grene and the degree of vascular impairment. It is our 
present opinion that thigh amputations should be done 
only in exceptional cases. 


MATERIAL 


Between 1940 and 1949 there were 213 midleg amputations 
performed on 196 patients. One hundred and seventy-two 
amputations were performed for gangrene with or without infec- 
tion in diabetic patients and 41 amputations for gangrene in 
nondiabetic patients with arteriosclerosis obliterans. One hun- 
dred and nine of the total amputations were performed on 
ward patients at the Montefiore Hospital; the remaining 104 
patients were seen in private practice. 

The age distribution by decades is shown in table 1. Advanced 
impairment of the arterial circulation was present in all patients. 
The popliteal pulse was absent in 75.4 per cent of the cases, 
and in all of them the foot arteries were closed. In all instances 
oscillometric readings were taken below the knee and above the 
ankle and were in agreement with the palpatory observations. 

The gangrenous lesions were extensive in all patients. In 
the majority of the cases gangrene not only involved two to 
three toes but also extended to the adjacent metatarsal regions. 
In many instances the gangrenous process invaded the forepart 
of the foot, and sometimes lesions were present on the heel and 
around the ankle. In addition to the gangrenous lesions, active 
infection was present in 36 per cent of the cases. In many 
instances low grade cellulitis, infected calluses and osteomyelitis 
of phalanges and metatarsal bones were also recorded. Many 
patients had previously undergone unsuccessful local amputations 
either through the proximal phalanx or the metatarsal bone 
of one or several toes. 





Age Distribution by Decades in 213 Patients 
with Midleg Amputations 


TABLE 1. 


Age Group No. of Amputations 


GR BD Tse vvctvccccesevcctstcsddscvcedsssboce 9 
GE OD OD... vcccccccccvccoccessencesccsoseccces 51 
GE OD Wisc cseccccvaccccccececcceccessccccosse 94 
Fe GOB cv ccce stn doses cteascccesccesenecese 55 
Ge hcacinstcasntdnsnwtacciscccsncdanesss 4 


The general condition of these patients was frequently poor. 
As indicated in table 1, the majority of them were in the 
seventh and eighth decades, and most of them had advanced 
arteriosclerotic, cardiorenal or cerebrovascular diseases. The 
vitality of many patients appeared to be reduced by prolonged 
suffering and by absorption of toxic products from the gan- 
grenous or infected feet. Some of them on admission had 
mental confusion as a result of toxemia. Although many of 
these patients had mild diabetes, in those with invasive lesions 
and active infection the control of the carbohydrate metabolism 
was unsatisfactory. 

OPERATIVE TECHNIC 


Low spinal anesthesia is preferred and was used in 
the majority of the cases. Inhalation anesthesia was 
employed whenever spinal anesthesia was contraindi- 
cated. The patient is placed in the prone position, as 
this permits flexion of the leg and makes the opera- 
tion much simpler (fig. 1). A tourniquet is not used. 


_ A. Closed Stump.—Skin Flaps: A curved incision is: made 
on the posterior surface of the leg at a level 8 inches (20 cm.) 
below the patella. The incision includes skin, subcutaneous 
tissue and fascia. The leg is then flexed at a right angle, and 
a similar somewhat shorter skin flap is made on the anterior 
surface of the leg (fig. 2). 

Muscle Section and Treatment of Neurovascular Bundles: 
The leg is then replaced in the horizontal position. Section 
of the gastrocnemius, the plantaris and the soleus muscles is 
made at the level of skin retraction. The posterior tibial and 
peroneal vessels and the posterior tibial nerve, which lie on the 
deep layer of muscles, are exposed and identified. The vessels 
are divided and doubly ligated with chromic absorbable surgi- 
cal sutures. The nerve is divided and ligated about 1 inch 
(25 cm.) higher (fig. 3). Alcohol injection of the nerve has 
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been discontinued recently. The leg is then flexed and the 
anterior muscles are sectioned, exposing the anterior tibial 
neurovascular bundle near the interosseous membrane. These 
structures are then divided and ligated with chromic absorbable 
surgical sutures. The leg is again placed in the horizontal 
position, and the deep group of muscles is sectioned. 

Sawing the Bones: The muscles and interosseous membrane 
are separated from the bones. The fibula is sawed at about 





Fig. 1.—Prone position of patient facilitates flexion of leg and makes 
operation easier. 


2% inches (6 cm.) above the skin incision using a Gigli saw. 
The crest of the tibia is first beveled, and then the bone is 
completely divided about 1% inches (4 cm.) above the skin 
incision. Periosteum and bone are cut at the same level. 

Irrigation of the Wound: The wound is thoroughly irrigated 
with warm saline solution, thus removing bone dust and clots. 
Active bleeding or oozing from the cut surface of the tibia 
is controlled either by Mosetig-Moorhof bone wax or absorbable 
gelatin sponge (gelfoam®). 
_ Closure: Before closure of the wound it is important to 
determine whether the flaps fit without any tension. If approxi- 
mation of the skin flaps appears tight, additional shortening of 
the bones should be performed. The fascia is closed with 
interrupted chromic absorbable surgical sutures, and the skin 
with interrupted nonabsorbable surgical sutures (silk). Care 
is exercised in handling the skin during the closure. The use 
of forceps is avoided, approximation of the skin edges being 
made by the assistant’s hands, and the only trauma is that of a 
straight needle. The sutures are tied loosely. Drains are not 
used. Skin traction is not applied. 

Dressing and Splinting: Two to three layers of petro!atum 
gauze are applied over the suture line and a six to eight layer 
gauze dressing over the entire stump and the knee. The 





Fig. 2.—Level of skin incisions showing shorter anterior flap. 


dressing is maintained with a snugly applied gauze bandage. 
A well padded, molded plaster splint is applied over the 
posterior aspect of the stump and lower part of the thigh to 
prevent flexion contracture of the knee joint. 

Postoperative Care: The stump is kept horizontal. The 
patient is allowed out of bed in a wheelchair the day after 
operation. The first dressing is made seven days postopera- 
tively. Sutures are not removed too soon, as these tissues heal 
somewhat slowly. The posterior molded splint is left in place 
until the operative wound is well healed. 
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B. Open Stump—This procedure is now used only in patients 
with spreading end uncontrolled infection. In the technic of 
the open stump skin flaps of any kind are avoided. The 
incision is circular. After amputation is completed, the wound 
is left wide open and is dressed with a combination of paraffin 
mesh and petrolatum gauze. The postoperative dressings are 
made with cod liver oil ointment, and the dressing is changed 
every third day until the stump is healed. There is frequently 
considerable secretion from the wide open wound and occa- 
sionally some superficial slough of damaged tissue for the 
first two or three weeks. Then the wound gradually becomes 
a clean, granulating surface in the center of a rapidly con- 
tracting scar. Infections of the stump or other complications 
are rare. The postoperative course is usually smooth and 
painless. 

Since the advent of chemotherapy and antibiotic therapy, 
secondary closure of these open stumps can be undertaken 
safely and was performed successfully in two instances. This 
was done when the wound was clean and granulating. Sec- 
ondary closure thus shortened the postoperative period by 
several weeks. Patients are allowed out of bed the day after 
operation in most cases; they can leave the hospital on crutches 
four to six weeks later. 

RESULTS 

Healing of the Stump.— With the open stump technic 
the process of healing displays some remarkable fea- 
tures. As 300n as a rim of scar tissue forms at the 
periphery of the wound, contraction of the scar tissue 
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Fig. 3.—Section of leg showing treatment of bone ends. Note anterior 
bevel of tibia and shorter length of fibula. 


begins and gradually pulls the skin down over the end 
of the stump. This process continues until healing is 
complete, and the final scar is frequently so small that 
it can be covered with a 25 cent silver coin (about 2.5 
cm.). It is noteworthy that it is not necessary to apply 
any form of traction to the stump. The pull of the 
contracting scar tissue is sufficient to accomplish this 
result. Complete healing usually requires from 10 to 
12 weeks. The granulating wound resulting from a 
guillotine amputation left entirely open is not painful 
and does not require hospitalization. Visits on crutches 
to the clinic or to the surgeon’s office twice a week are 
sufficient for dressing the stump. 

With primary closure healing usually is complete in 
three to four weeks. There are three possible dangers 
in primary closure: infection, tension on tissues and 
impaired healing process due to inadequate circulation 
at the operative level. These three conditions, singly 
or combined, may be responsible for localized necrosis 
of tissue and hence for delayed healing of the suture 
line. In patients with primary closure of amputations 
an attempt to prevent infection was made by preopera- 
tive and postoperative treatment with injections of 
penicillin. As emphasized above, care was exercised 
to avoid tension on the suture line and skin trauma. 
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In the present series primary closure has been used 
in 67 cases since September 1945 (table 2). Of 50 
cases in the diabetic group treated in this manner, 36 
healed by primary union and 13 had a narrow area of 
gangrene along a small part of the suture line. In the 
nondiabetic group, primary union was recorded in 1] 
of 17 cases. When the closed technic was used, primary 


TABLE 2.—Results of Stump Healing After Primary Closure 


Delayed Union 


No. of Primary Due to Mar- Reampu- 





Group of Patients Cases Union ginal Necrosis _ tation 
Diabetie............+ 50 36 (72%) 13 (26%) 1 (2%) 
Nondiabetic.......... 17 11 (64.7% 5 (29.4%) 1 (5.9%) 

xandevnececes. & 47 (70.1%) 18 (26.9%) 2 (8%) 


union occurred in 70.1 per cent of the cases. The aver- 
age time required for complete healing in the uncom- 
plicated cases was three weeks. In the remaining 26.9 
per cent, complete healing of the wound was delayed by 
a few weeks. The final result in all cases was a satis- 
factory linear scar. 

Necessity for Higher Amputation—In the entire 
series of 213 midleg procedures, reamputation above the 
knee for gangrene of the stump was necessary in eight 
cases and for contracture of the knee joint in two cases. 
In the first group of 100 cases reamputation was done 
in six instances; in the second group of 113 cases it 
was done in four instances. In the six failures of the 
first group are included three early cases in which a 
tourniquet was used around the thigh to expedite the 
operative procedure. The use of the tourniquet was 
thought to be responsible for the gangrene in these 
three cases. Reamputation at a higher level for gan- 
rene of the stump was required in only 3 per cent of 
the cases after the use of a tourniquet was abandoned. 
The factors responsible for these failures appear to be 
either too far advanced ischemia of the tissues (closed 
iliac artery) or undue operative or postoperative trauma 
to the stump (fall of the patient or inadvertent tight 
strapping of the stump). 

Hospital Mortality—Every death which occurred 
before complete healing of the stump is regarded as a 
surgical mortality, even though the cause of death was 
entirely unrelated to the surgical procedure. Five of 
these deaths occurred within a few days of operation 
and must be regarded as true operative deaths. The 
remaining 15 deaths occurred from three weeks to four 
months after operation of causes not directly related to 
the surgical procedure. The causes of death are indi- 
cated in table 3. In the group of 172 cases of gangrene 





TasLe 3.—Surgical Mortality 


Cause of Death No. of Cases 


Acute coronary thrombosis... ..........0s.ccseeeseneeee 
Meer PaMMTe ...ccccccccccccccccccccscccccccccsccececes 
Pulmonary embolism 
Sepsis and decubitus ulcers........-......0ceeeeeceevee 
WIE cvcccccccvececcocsccccscsccescceccseccccecssnee 3 
Secondary thigh amputation 2 
IE Sica cecccitinsievscevescescccns 1 
Strangulated hermia .........ccccceccsceceseveeeeceeees 1 
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in diabetics there were 16 deaths, a mortality of 9.3 
per cent. In the group of 41 cases of gangrene in non- 
diabetic patients with arteriosclerosis there were four 
deaths, a mortality of 9.7 per cent. Thus, in the total 
series of 213 cases treated by midleg amputation there 
were 20 deaths, a mortality of 9.4 per cent. 
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An attempt has been made to grade the general 
condition of each patient according to age, toxicity, 
cardiac status, presence of hypertension and degree of 
peripheral vascular involvement. Table 4 summarizes 
this information and contrasts the mortality in the 
different groups of diabetic patients. 


ADVANTAGES 

Midleg amputation possesses three major advantages 
over thigh amputations: (1) lower mortality rates; 
(2) preservation of the knee joint with better prospect 
of rehabilitation, and (3) minimal or absent stump pain. 

When all the published reports of the major hospitals 
in this country in the past 20 years are summarized,‘ 
there are a total of 2,682 thigh amputations for gangrene 
in diabetic patients, with an operative mortality of 27 
per cent (table 5). Since the advent of antibiotics the 
operative mortality may have declined, but specific data 
on this point are not available in the most recent publica- 
tions. In contrast, in the present series of amputations 
performed below the knee the over-all mortality was 
94 per cent. It is noteworthy that in the 50 diabetic 
patients with amputations treated by antibiotics and 
primary closure there have been only 3 deaths, a mortal- 
ity of 6 per cent (table 6). 

Preservation of the knee joint and about 6 inches 
(15 cm.) of the leg facilities the use of a prosthesis. 


TasBLe 4.—Mortality in Diabetic Patients with Gangrene 
According to General Condition 


No.of Operative Mortality 


Group * Condition Cases Deaths Percentage 
Bi csadeasivebusess Good ll 0 0.0 
iniandi na wngewenmn Fair 50 1 2.0 
Wastsestasetesowene Poor 70 7 10.0 
in samnidabeuanedum Precarious 41 8 19.5 

Wisk an cckiveees. sven ates 172 16 9.3 


* This classification is based on age, toxicity, cardiac status, hyper- 
tension and degree of peripheral vascular impairment. 


Rehabilitation of the amputee retaining his knee joint 
is much easier. Such patients are frequently able to 
walk without the use of a cane and with scarcely any 
perceptible limp. In contrast, experience has shown 
that in the group of thigh amputations almost none of 
the women and only half of the men ever accustom 
themselves to the use of an artificial leg. 





4. (a2) Mandelberg, A., and Sheinfeld, W.: Diabetic Amputations, 
Am. J. Surg. 71:70, 1946. (6) Al Akl, F. M.; Singer, A., and Roesch, 
C. B.: Peripheral Vascular Surgery: Lessons from 6 Years’ Experience, 
ibid. 55: 520, 1942. (c) Donehue, F. M.: Surgical Aspects of Diabetic 
Gangrene, in Symposium on the Mortality of Amputations for Diabetic 
Gangrene, New York State J. Med. 42:511, 1942. (d) Levin, C. M., 
and Dealy, F. N.: The Surgical Diabetic. A 5 Year Survey, Ann. Surg. 
102; 9029, 1935. (e) Silbert, 4 oo, Surgical Care of Diabetic 
Gangrene, J. Mt. Sinai Hosp. 5: 376, 1938. ) Williams, F. W., and 
O'Kane, T. J.: Mortality in Surgical Diabetes: Cuesta and Technique in 
Extremity Lesions; 5 Year Study of 496 Cases, Surg., Gynec. & Obst. 
@4:956, 1937. (g) Pratt, G. H.: Surgical Management of Diabetes, 
Including Amputations, Bull. New York Acad. Med. 24:111, 1948. 
(h) Pennoyer, G. P.: Diabetic Gangrene: Report of Cases Treated at 
Roosevelt Hospital; 5-Year Period, 1935-1939, in Symposium on the 
ag! of Amputations for Diabetic Gangrene, New York State J. 

Med, 42:513, 1942. (4%) Solley, F. W.: Diabetic Lower a gd 
Amputations: A Report over a 5-Year Period at St. Luke’s Hospital, 
Symposium on the Mortality of Amputations for Diabetic Gangrene, ibid. 
42: 507, 1942. (j) Taylor, F. W.: Arteriosclerotic Gangrene: Relation of 
Amputation Stump to Morbidity and Mortality, J. A. M. A. 1138: 1196 
(Sept. 23) 1939. (k) Crampton, J. H.; Miller, J. W., and Fey, L. D.: 
Gangrene in Diabetes Mellitus, Northwest Med. 46:531, 1947. () 
Kuhns, J., and Wilson, P. D.: Major Amputations: Analysis and Study of 
End Results in 420 Cases, Arch. Surg. 16: 887 (April) 1928. (m) 
McLaughlin, C. W.: Problems in the Surgical Management of Diabetic 
Gangrene, Surgery 43: 423, 1943. (mn) Veal, J. R.: Factors in the 
Mortality Rate of Arteriosclerotic Gangrene: oo ei Study of 214 
Cases of Surgical Intervention, J. A. M. A. 110: 785 (March 12) 1938. 
(0) Eliason, E. L.: Surgery of Diabetic Gangrene, Ann. Surg. 98:1, 
1933. (p) Erb, W. H.: Conservative Surgery in Diabetic Gangrene, 
Pennsylvania M. J. 44: 1131, 1941. (¢) Pearse, H. E., and Ziegler, 
H. R.: Is the Conservative Treatment of Infection or Gangrene in 
7 Patients Worth While? Surgery 8:72, 1940. (r) Footnotes 2b, 

e and 3b. 
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A survey of our private cases indicates that the full 
use of a prosthesis was recorded in 61 per cent of the 
diabetic group and 70 per cent of the arteriosclerotic 
group. In the former group walking rehabilitation was 
prevented in 30 per cent of the cases for the following 
reasons: the loss of the second leg (10 per cent) ; 


TaB_e 5.—Mortality After Thigh Amputations for Gangrene 
in the Diabetic 








Mor- 

tality 

No. of No. of Per- 

Hospital Cases Deaths Period centage 
New York City 
DEE: ocaccvcccevesivecossnghéce 169 87 1931 to 1935 52 
Belleyue 2¢ ..........++.. -- 268 37 1935 to 1946 14 
Israel Zion ** ......... dens 99 32 1934 to 1943 32 
Kings County *» ...... eens 73 34 1936 to 1941 46 
Lenox Hill *e¢ .......... 13 5 1935 to 1939 38 
Mary Immaculate “4 ... 24 12 1930 to 1935 wD 
Montefiore #e .......... 17 10 1932 to 1936 59 
Morrisania *® .......... 45 27 1931 to 1935 60 
Mount Sinai *e ....... 68 26 1926 to 1936 38 
Post-Graduate ‘« sées 40 q 1940 to 1945 10 
Roosevelt *® ......... enn 12 3 1935 to 1939 25 
Bey BRON isecceserdivsioscces 25 9 1934 to 1938 36 
Other Cities 

Indianapolis City *) ............. 738 31 1930 to 1938 40 
Mason Clinic ** .............. es 22 5 1943 to 1947 23 
Massachusetts General‘! ........ 36 Pd 1916 to 1926 33 
Michael Reese *4 ............ wéee 72 B 1936 to 1947 18 
Nebraska University *™ 19 7 1932 to 1942 37 
New England Deaconess *”....... 1,038 113 1923 to 1949 ll 
New Orleans Charity ‘".......... 114 48 1929 to 1937 42 
Philadelphia General *°e ......... 130 73 1926 to 1933 56 
Philadelphia General ‘*P ......... 127 61 1937 to 1939 48 
Philadelphia Episcopal =» ....... 56 27 1926 to 1985 48 
Rochester University *4 .......... 106 34 (Not stated) 32 
DOGRR i vce sscvccvcescccdcecsess 2,682 719 27 





* Reported at the New York Academy of Medicine, May 11, 1937. 


reamputation through the thigh (3 per cent) ; flexion 
contracture of the knee joint (3 per cent) and post- 
operative death and later death (14 per cent). In 9 
per cent no follow-up is available. It is noteworthy 
that advanced age represents no obstacle to successful 
wearing of a prosthesis. In the present series two 
patients over 80 years of age have been fitted with and 
are wearing artificial legs. The objection has been 
raised that stumps of midleg amputations are apt to 
develop pressure sores from the use of artificial limbs. 
In the present series' we know of no instance in which 
this has been true, and no well healed stump has broken 
down or required further surgical treatment. 

Minimal or absent pain in below-the-knee stumps is 
the third major advantage. Although phantom sensa- 
tions or early postoperative stump pain are not unusual, 
persistent phantom limb or stump pain is exceptional 


TaBLe 6.—Hospital Mortality After Open and Closed Midleg 
Amputations for Gangrene in Diabetics 


Total Mortality 

Cases Deaths Percentage 
Open method .............ccceeeeeees 122 13 10.6% 
Closed method and antibiotics ..... 50 3 6.0% 
OE vr cencsswcascccsssnocccotcces 172 16 9.3% 


in the midleg amputation (only four instances in this 
series). In contrast to this, pain in thigh stumps is 
common and is one of the most distressing complications 
of amputations at this level. It is frequently not relieved 
by injections or reoperation on the sciatic nerve or by 
sympathectomy, chordotomy, excision of parts of the 
cerebral cortex and prefrontal lobotomy. We have no 
explanation of why leg stumps are usually painless, but 
it is a noteworthy advantage of amputation below the 
knee. 








INDICATIONS 


In the presence of gangrene with or without infection, 
our practice as a rule is that of conservatism. Anti- 
biotics are administered to all our patients in an attempt 
to control infection. Gangrenous toes are allowed to 
demarcate and then to self amputate. In some cases, 
amputation of toes either through the proximal phalanx 
or through the metatarsal bone is performed. Recently, 
transmetatarsal amputation of all the toes, as advocated 
by McKittrick, has been used in a few cases. It is only 
when all conservative local measures have failed that 
a midleg amputation is considered. The following are 
regarded as indications for this procedure: 

1. Cases in which transmetatarsal amputation of one or all the 
toes “has failed, with necrosis spreading toward the ankle. 

2. Cases with gangrene of several toes extending to or beyond 
the adjacent metatarsal regions and showing no tendency to 
demarcate. 

3. Cases with spreading gangrene of the toes associated with 
extensive gangrene of the heel or above the ankle. 

4. Cases with spreading gangrene of several toes associated 
with uncontrollable infection of the foot. 

5. The closed type of operation is used in all cases except 
those in which there is widespread and uncontrollable infection. 


CONTRAINDICATIONS 


In our experience contraindications to midleg ampu- 
tation are few. The ratio of midleg amputations to 
primary thigh amputations performed in the Montefiore 
Hospital for gangrene due to arteriosclerosis with or 
without diabetes was 108 to 18. Thus 14.3 per cent of 
the total group of amputations were performed at the 
thigh level. Analysis of these cases indicates that there 
are three major contraindications to below-the-knee 
amputations: (1) extensive gangrene and infection of 
the leg with absence of the femoral pulse at the groin 
(eight of 18 cases) ; (2) gangrene of the foot associated 
with flexion contracture of the knee joint (seven of 
18 cases), and (3) recent thrombosis of the femoral 
artery (three of 18 cases). In such cases it is not safe 
to amputate below the knee unless there has been an 
interval of at least three months after the arterial 
occlusion. This period appears to be the time necessary 
for an adequate collateral circulation to develop to the 
midleg. In our experience advanced age and an absent 
popliteal pulse do not constitute contraindications to 


the midleg procedure. 
SUMMARY 


Two hundred and thirteen midleg amputations were 
performed for gangrene in 196 patients. One hundred 
and seventy-two amputations were done in diabetics, 
with a mortality of 9.3 per cent. Forty-one 4mputations 
were in nondiabetics, with a mortality of 9.7 per cent. 
Sixty-seven amputations were treated by primary 
closure, and 47 (70 per cent) healed by primary union. 
In 50 diabetic patients with gangrene who were treated 
with penicillin and midleg amputations with primary 
closure, there were three deaths, or a mortality of 6 
per cent. In the entire group of 213 amputations there 
were 20 hospital deaths (9.4 per cent). Reamputation 
through the thigh was necessary in 10 cases (4.7 per 
cent). 

CONCLUSIONS 

The advantages of mid-leg amputation over thigh 
amputation are lower mortality, preservation of better 
function and freedom from stump pain. 

With primary closure and the use of antibiotics, heal- 
ing by primary union may be expected in the majority 
of cases in three weeks and with a hospital mortality of 
6 per cent. 
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INTERMITTENT TREATMENT OF POLIOMYELITIS 
WITH PROGRESSIVE RESISTANCE EXERCISE 


SEDGWICK MEAD, M.D. 
St. Louis 


The first report on the use of progressive resistance 
exercise in poliomyelitis is that of De Lorme, Schwab 
and Watkins in 1948.'_ Every report since that time 
has been an enthusiastic confirmation of the value of 
this form of treatment, without a single dissent.2 Asa 
result of my experience with the method since the early 
part of 1947, I believe that it is by far the most impor- 
tant contribution yet made to the treatment of this 
disease. 

The physiological basis for progressive resistance 
exercise is the well demonstrated fact that muscle cells 
respond to overload exercise by hypertrophy— increase 
in size, not number, of contractile units. This increase 
in size is accompanied with increase in work capacity. 
A good example is left ventricular hypertrophy in the 
presence of increased peripheral resistance (aortic ste- 
nosis or hypertension). A corollary statement is that 
unless the load is optimal hypertrophy and increase in 
strength will not occur. Manual resistance has been 
used in therapeutic exercise for many years. It is the 
special advantage of progressive resistance exercise that 
resistance is determined on a quantitative scale instead 
of vaguely estimated. 

When a muscle has been totally denervated by polio- 
myelitis, treatment of any type directed at the muscle 
itself is irrational. Progressive resistance exercise is 
therefore directed at partially denervated muscles. 
Some of the recovery in poliomyelitis is to be ascribed 
to disuse atrophy from bed rest, some from reversible 
neurone sickness, perhaps some from splitting of axons 
to supply neighboring denervated muscle cells.’ Let 
us assume that a muscle, after a suitably long recovery 
period, is 50 per cent denervated. The purpose of 
progressive resistance exercise in such a situation is to 
induce hypertrophy and raise contractile power to per- 
haps 70 or 80 per cent of its original strength. There 
are definite anatomic limits beyond which this process 
will not go. 

MATERIAL AND METHOD 

Although the De Lorme table may look forbiddingly 
like a Rube Goldberg invention, every part of it has 
been designed with a definite purpose in mind (fig. 1). 
To improvise for all the types of muscle training easily 
made possible by it would be prohibitive in expense 
and time. Of special importance is the ease with 
which exercises may be started on muscles unable to 
perform against gravity. Instead of loading the extrem- 
ity directly one uses a counterbalance arrangement to 
subtract a part of the weight of the trunk or extremity. 
Later, when the muscie group is strong enough to 





From the Division of Physical Medicine, Washington University 
School of Medicine. 

Read before the Section on Physical Medicine and Rehabilitation at 
the Ninety-Ninth Annual Session of the American Medical Association, 
San Francisco, June 29, 1950. 

1. De Lorme, T. L.; Schwab, R. S., and Watkins, A. L.: Response of 
Quadriceps Femoris to Progressive-Resistance Exercises in Poliomyeiitic 
Patients, J. Bone & Joint Surg. 30-A: 834, 1948. 

2. Watkins, A. L.: Some Contributions of Physical Medicine in Polio- 
myelitis, New York State J. Med. 48: 1729, 1948. Krusen, E. M., - 
Functional Improvement Produced by Resistive Exercise of Quadriceps 
Muscles Affected by Poliomyelitis, Arch. Phys. Med. 30: 271, 1949. 
Gurewitsch, A. D.: Intensive Graduated Exercises in Early Infantile 
Paralysis, ibid. 31: 213, 1950. 

3. Billig, H. E.; van Harreveld, A., and Wiersma, C. A. G.: On 
Re-Innervation of Paretic Muscles by Use of Their Residual Nerve Supply, 
J. Neuropath. & Exper. Neurol. 5:1, 1946. 
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take direct resistance, weight is added rather than sub- 
tracted (fig. 2). For complete details of the technic 
see De Lorme* and De Lorme and Watkins.* 

Unless they are disqualified for obvious reasons all 
patients referred to the Department of Physical Medi- 
cine at Barnes Hospital since 1948 have been treated 
with progressive resistance exercise. Such treatment 
was started as soon as the patient was out of isolation 
(three weeks). Pain and tenderness were treated 
symptomatically, shortening reactions by gentle stretch- 
ing. Splints, corsets and bracing were freely used to 
prevent deformity and insure early walking. In no 
instance did early active exercise result in further 
paralysis or appear to harm the patient in any way. 

No attempt will be made in this report to compare 
the results with other series or with a control series. 
To do so would be to pretend to a statistical precision 
hopelessly unobtainable in such a small series (about 
50 patients ) and in a disease whose patterns of invasion 
are so bewilderingly variable. No claim is made con- 
cerning what level of performance each patient would 
have reached without such treatment; by its nature 
such information is unknowable. Rather the justifi- 
cation of the method will appear in the material itself; 
to some extent each patient was his own control. 


RESULTS 

A few cases have been selected for graphic presen- 
tation of data (fig. 3). 

The time scale is in weeks since the start of progressive 
resistance exercise, not since onset of the disease. The vertical 
scale is in pounds, recorded once a week as 10 RM (resistance 
maximum) or 10 AM (assistance maximum). The 10 RM 
is that weight which a muscle group can raise 10 consecutive 
times but not 11. The 10 AM is determined on exceedingly 








Fig. 1.—The De Lorme table for progressive resistance exercise; weight 
subtracted by counterbalance arrangement. 


weak muscles and represents the amount of weight needed 
to counterbalance the trunk or extremity to permit 10 con- 
secutive lifts. The movements must be slow enough to exclude 





Exercises, J. Bone & Joint Surg. 27: 645, 

5. De Lorme, T. L., and Watkins, A. L.: Technics of Progressive 
Resistance Exercise, Arch. Phys. Med. 29: 263, 1948 
_ 6. Therapeutic Trials Committee: Methods of Clinical Study and 
Evaluation of Therapeutic Agents in Poliomyelitis, J. A. M. A. 140: 534 
(June 11) 1949 


4. De Lorme, T. L.: Restoration of Muscle Power by Heavy-Resistance 
1945. 
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pendular assistance, must be accurate enough to exclude substi- 
tution and must be carried through the maximum range of 
motion. 

The higher the 10 AM the weaker the muscle. These values 
accordingly read downward from the point marked “gravity.” 
Resistance maximum values read up from this point so that 
plotted curves will be continuous. Dashes are assistance maxi- 
mum values, heavy lines are weeks of continuous exercise 
periods, light lines are weeks of home activities only. 


' 





_ Fig. 2.—The De Lorme table; weight added for direct resistance. 


"The exercise consisted of a single session of 30 repetitions 
once a day, five or six days a week. The first 20 of these 
is a warmup with lighter loading. The final 10 is the 10 RM 
or 10 AM for that week. Once a week the values are experi- 
mentally redetermined. 


There is a tendency for rapid increases in the early 
weeks, with a gradual tapering off later until finally a 
plateau. is reached. When this occurs the patient is 
usually allowed to discontinue treatment or to carry out 
simple exercises at home during a three or four month 
period. On resuming treatment he is often able to add 
something on the previous plateau. It is our belief 
that the end result after one or two years is the same 
as would be secured by continuous treatment. The 
patient is spared the boredom and other ill effects of 
continuous treatment, and treatment facilities are used 
with maximum effectiveness and for larger numbers of 
patients. 
REPORT OF CASES 

Case 1 (fig, 3)—H. F., a resident in surgery with involve- 
ment mainly of the lower trunk, hip and thigh muscles, was 
corseted and at first used canes. The figure shows exercise 
periods with an interim of 26 weeks at home and in a research 
laboratory. Under the influence of these normal activities some 
increase in strength occurred. The spurt in the next exercise 
period, however, can hardly be ascribed to natural evolution of 
the disease. Note the contrast between recovery of the back 
and abdominal muscles. 

Case 2 (fig. 4).—D. H. was a college student with a flail 
right shoulder and arm and spotty weakness elsewhere. The 
figure shows the general time curve of recovery in seriously 
involved muscles and the spurts of improvement in three 
exercise periods. The last represents two weeks during Christ- 
mas vacation, which was all he could spare from classes. 

Case 3 (fig. 5)—D. L. was an obese boy 10 years of age 
with adjustment to a wheelchair life. The onset of his illness 
was in 1944. After some preliminary improvement in three 
muscle groups, which may be of crucial importance in the 
seriously handicapped patient, his performance was stationary 
for the next two and one-half weeks. Further treatment of the 
right pectorals and triceps would clearly be a useless pro- 
cedure. A trial of progressive resistance exercise thus shows 
both what is worth while working on and what is not. 
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COMMENT of vigorous living, including many active sports. He had 


There has been sometimes justifiable criticism of the 
use of physical therapy in poliomyelitis and cerebral 
palsy. This criticism must be met by increasing use 
of quantitative measures of progress such as are pro- 
vided by the technic of progressive resistance exercise. 
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Fig. 3 (case 1).—Intermittent assistive and resistive exercise of H. P., 
ambulatory patient in early convalescence after onset of poliomyelitis in 
1948. 


The manual muscle grades (Lovett) are inexact but 
must also be used until better measures are devised. 
Goniometric measurements are simple and obvious. It 
is the duty of the occupational therapist to test the 
patient against a checklist of daily living activities. She 
can also help the patient to recover coordination and 
skill. 

Quantitative determinations not only reveal progress 
but show when it is lacking. When three or four 
determinations of the resistance maximum all give the 
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Fig. 4 (case 2).—Intermittent progressive resistance exercise of D. H., 
ambulatory patient in early convalescence after onset of poliomyelitis in 
1948. 


same result, even the patient gets the point and is 
willing to discontinue treatment. The patient with an 
absolute limitation is thus given realistic insight into 
his diasability and encouraged to learn how to live 
within it. Without such quantitative data it is possible 
for the unscrupulous or self deluded physician to con- 
tinue treatment of the patient for preposterous lengths 
of time, holding out vague promises of future cure. 

It has been asserted that physical therapy in polio- 
myelitis is a useless luxury because the patient, by the 
physiologic demands of his home activities, will recover 
to the full possible extent without additional exercise. 
The final case report is pertinent to this objection. 

Case 4 (fig. 6).—J. M. was a young man who had his acute 
illness in 1945. It can therefore be safely assumed that he 
had reached full possible recovery under the previous regimen 


spotty losses diffusely throughout the body but required bracing 
nowhere. He could not elevate the right shoulder. His chief 
complaint was that he could not dribble a basketball because 
of right opponens pollicis weakness. 

The figure shows the result of nine weeks’ progressive resis- 
tance exercise. Improvement in the right shoulder abductors 
was possibly not worth while, even though their strength nearly 
doubled. But there is no question about the improvement in 
knee extension on the left, a 300 per cent increase. On the 
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Fig. 5 (case 3).—Data on wheelchair patient D. L., in chronic stage 
(onset 1944) and manifesting no improvement after progressive resistance 
exercise. The letters F, G (and N on fig. 6) denote fair, good (and 
normal). 


Lovett scale this advanced from fair plus to normal. The 
patient’s opponens, treated by manual resistance, improved to 
such an extent that an orthopedist consultant declined to do 
a transplant on it. The utility of progressive resistance exer- 
cise after transplants is obvious. 


The rehabilitation of the patient as a whole is pre- 
sumed. Stabilizations, transplants, epiphysial arrests, 
vocational testing and training are as important as they 
ever were. 
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Fig. 6 (case 4).—Data on ambulatory patient J. M., showing improve- 
ment as result of ten weeks’ treatment. (Onset of poliomyelitis was in 
1945.) 


SUMMARY 

1. The use of progressive resistance exercise in 
convalescent poliomyelitis is described. 

2. A few weeks of intensive daily cxercise is alter- 
nated with three or four months of home activities until 
no further improvement occurs. 

3. Advantages of this regimen over continuous treat- 
ment include economy of effort and means, more 
efficient use of equipment and personnel and better 
psychological adjustment. Most important is the quanti- 
tative measure of progress provided. 





N 


Ne 


pt 
tir 


in 
de 


m 
cc 


of 


ce 


ef 
we 


wi 


ad 
ng 
ef 


rs 
ly 
in 


—am 


a A 








Votume 144 
NUMBER 6 


ARTIFICIAL INSEMINATION 


A Plea for Standardization of Donors 


MURRAY RUSSELL, M.D. 
Beverly Hills, Calif. 


The present status of heterologous artificial insemi- 
nation is so replete with medical and legal hindrances 
that it is obligatory for the physician practicing this 
procedure to be most cautious and exacting in the selec- 
tion of a donor. 

In spite of the reluctance of practitioners to indulge 
in artificial insemination, there is an ever increasing 
demand for this procedure. The difficulties of and 
objections to adoption are numerous: The denial of 
motherhood to a woman capable of childbearing, the 
costly investment and legal delays, the frequent uncer- 
tainty of the adopted child’s heredity and the stigma 
of apparent infertility are the most serious. 

In cases in which the medical, legal and religious 
objections to artificial insemination are satisfactorily 
hurdled and in which the psychologic screening of the 
infertile couple indicates stable personalities, this pro- 
cedure is warranted. The remaining problem is that 
of obtaining a donor who is physically and mentally 
acceptable and who is a proved father. 

War injuries to the male genital tract, including 
spinal cord wounds and the resultant paraplegia, have 
increased the ranks of relatively and absolutely infertile 
males. The former category, oligozoospermia, wherein 
some sperm is still present, lends itself t6 the practice of 
pooling the husband’s and donor’s sperm and may 
effect a fertilization otherwise not possible. Here it 
would be highly improbable to know whose sperm was 


responsible, particularly if the donor’s physical char-* 


acteristics closely resemble the husband’s. Psycho- 
logically and sociologically this is most important to the 
couple, for, with secrecy assured by physician and 
recipient, no one need know of their infertility. In 
the latter category, azoospermia, wherein sperm are 
completely absent, heterologous insemination with a 
successful result assuages the motherhood desire of the 
wife and affords knowledge of the hereditary back- 
ground as well. 

In the past it was not uncommon for a donor to be 
chosen at random from among university students or 
hospital interns. He was, and still may be, approached 
at the last moment for the donation without exami- 
nation, blood studies or determination of his fertility. 
Many so chosen were never fathers. This haphazard 
choosing oftentimes ended in failure of insemination 
with loss of valuable time, money and effort. It was 
fraught, also, with risk to the potential mother of 
transmission of venereal or hereditary diseases and 
incompatibilities of blood type. 

For all these reasons, donors should be well chosen 
and prepared for their subsequent role. A questionnaire 
should be employed requesting information as to com- 
plexion, height, weight and color of hair and eyes. 
Information concerned with schooling and intellectual 
achievements, as well as religion and familial back- 
grounds, should be obtained. The presence or absence 
of diseases such as diabetes, asthma and allergies, as 
well as the frequency of multiple births in the donor’s 
family should be recorded. A complete medical and 
venereal history must be included as well as the num- 
ber of children sired and the occurrence of premature 
i stillbirths and miscarriages of the donor’s natural 
wife. 
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A notation of the diseases that the donor’s natural 
children have had is desirable. A subject who is 
fertile and yet produces ony sickly children, is not the 
best donor to use. It is my practice, wherever feasible, 
to see the donor’s children and assure myself that the 
end result of the donor’s previous efforts are mani- 
festly normal. 

The physical requirements of the donor should be 
determined by a complete examination, to which a 
urinalysis, serologic tests, Rh blood typing and semen 
analysis should be added. The physical examination 
ideally should be repeated four times annually and the 
serologic tests as often as the donor is used, four to 
seven days being allowed in advance of the donation. 
A “healthy”-appearing but unexamined donor may 
conceal transferable venereal disease. 

In the light of recent knowledge, it is also imperative 
that an Rh-positive donor not be used to inseminate an 
Rh-negative recipient. It would be catastrophic, indeed, 
to produce an erythroblastotic fetus out of such a 
mating. 

The ‘physical appearance and coloring of the donor 
may be made more apparent by the simple means of 
insisting on a photograph for filing purposes. Color 
photographs are naturally preferable but not always 
available. This aids materially in the eventual match- 
ing up of the donor and the infertile husband. It is, 
indeed, reassuring to a couple to know that the donor 
chosen does possess features in common, such as height, 
color of eyes and general build. It is also good judg- 
ment to indicate to the recipient that the donor’s back- 
ground and general intelligence quotient are of good 
or superior quality. 

The donor must always remain unidentified to all 
but the physician. His donation must be made at an 
hour vat which there would be no chance of meeting 
the recipient either in the office or on the way to or 
from the office. He is also strongly advised not to 
make inquiries concerning the recipient, and, lastly, he 
must never know the results of any one insemination. 
Simple human curiosity may lead to embarrassing 
circumstances. An affidavit from the donor may make 
these conditions even more binding. He must also 
be assured that he will never be legally involved or 
responsible. He must agree that when he is notified to 
prepare for the donation he will rest sexually for at 
least four to six days prior to the appointed time. 
The sexual rest will permit the donor’s sperm popu- 
lation to be at a maximum quantitative peak. I have 
had occasion to find that donors who did not abide by 
this rule and who had had sexual intercourse twenty- 
four to forty-eight hours prior to the donation showed 
sperm levels 30 per cent lower than their normal counts. 
The donor must be made aware of the importance of not 
donating a specimen while having or recuperating from 
an illness, especially a febrile disease. Many times the 
count will diminish far- below par, and he may be 
temporarily subfertile. 

The actual collection of the specimen should be 
executed in the physician’s office in thirty to forty-five 
minutes before insemination. Inspection of the genitalia 
for any urethral discharge or lesions will assure one that 
no interval infection has developed. Scrupulous wash- 
ing followed by friction production of the semen into 
a sterile glass receptacle is then carried out. These 
precautionary measures are most necessary for the pre- 
vention of the rare case of postinsemination salpingitis 
or endometritis. 


9615 Brighton Way. 
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Clinical Notes, Suggestions and 
New Instruments 


SLIDING HERNIA OF THE OVARY 
Ovarian Ectopia Associated with Genital and Urinary Malformations 


WILLIAM C. BECK, M.D. 
Sayre, Pa. 


While hernias of the ovary are not rare and their combina- 
tion with anomalies of the genital or urinary tract is not 
unusual, the combination of the three conditions is. Watson! 
has collected large series of cases of hernia of the uterine 
adnexa. In 1946 he recorded 686 such cases, including hernias 
of the uterus and adnexa, of which 174 were of the ovary alone. 
The first report of the presence of ovaries in the sac of 
an inguinal hernia supposedly appeared in the writings of 
Soranus of Ephesus? about 97 A.D. 








Fig. - ~~ eeeene pyelogram of the solitary, pelvic, hydronephrotic 
right ikidiney 


Bancroft * has considered hernias of the ovary te be of two 
origins: true hernia and ectopia of the ovary. He states that 
Donald,# Mauro® and Mayer and Templeton® have insisted 
on a sharp distinction between these. In simple hernia the 
ovary is found in the inguinal canal accompanied with other 
abdominal viscera. In ectopia the ovary and fallopian tube 
invariably are the sole content of the sac. Ectopia is dependent 
on anomalous development of the genital system, with distortion 
of those forces which usually guide the descent of the ovary. 
It is frequently associated with other anomalies of the genital 
and urinary systems as well as structures more distantly 
situated. 





From the surgical service, the Guthrie Clinic and Robert Packer 

Hospital, Sayre. , 
atson, L. F.: Hernia, St. Louis, C. V. Mosby Company, 1948. 

2. Soranus of Ephesus, cited by McMillan, W. M.: Unusual Viscera 
in Indirect Hernia, Ann. Surg. 116: 266, 1942. 

3. Bancroft, P. M.: Inguinal Ectopia of the Ovary, J. Pediat. 26: 
488, 1945. 

4. Donald, D. C., cited by Mayer and Templeton.® 

5. Mauro, M., cited by Mayer and Templeton.* 

6. Mayer, V., and Templeton, F. G.: Inguinal Ectopia of the Ovary 
and Fallopian Tube, Arch. Surg. 43: 396 (Sept.) 1941> 
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None of these authors have discussed the relationship between 
sliding hernia of the ovary and ectopia. It appears to me that 
a sliding hernia is a more nearly true proof of ectopia than is the 
mere presence of the ovary in the hernial sac. A sliding hernia 
is one in which the mesentery of the structure contained in the 
sac forms a portion of the sac and in which a retroperitoneal 
portion of the organ has protruded through an abdominal ring. 
Thus Watson's! definition, that a sliding hernia is a hernia 
of the colun, is not beyond discussion. Moreover, Watson, in 
his chapter on sliding hernia, refers to an article by Papai 
and Adam which discusses sliding hernia of the ovary tube. 

Hernias of the ovary are far more frequent in the inguinal 
variety of hernia than in the femoral. In Watson's large col- 
lected series the ratio was approximately 14 to 1. In Wakeley’s? 
series of twenty-five hernias of the ovary, two were femoral. 

Inguinal ectopia of the ovary is frequently associated with 
other anomalies of the genital or the urinary tract. In the 
collected series by Mayer and Templeton,* which included 195 
cases, 3 patients had maldevelopments of the renal system, 
14 had abnormalities of the genital system and 2 had associated 
changes occurring in the two systems simultaneously. The 
associated abnormalities of the genital system have been dis- 
cussed by Montgomery,’ who felt that the condition “is more 
common in the presence of a bifid uterus.” Mayer and Temple- 
ton ® in their collected series had 10 patients with absence of 
the uterus and/or absence of the vagina.’ 

The case which we are reporting is of interest because this 
patient had anomalies of both the urinary and the genital sys- 
tems and diabetes mellitus in addition to the sliding hernia 
(ectopia) of the ovary. Furthermore, it is of interest that 
this patient first came under medical observation at the age 
of 15 years, when, because of monthly abdominal pain, an 
ovariectomy was advised. This was not performed until she 
was 52 years old, when the inguinal ectopia appeared to have 
become more painful than usual. 


REPORT OF CASE 

A 52 year old housewife was admitted to the Guthrie Clinic 
Oct. 12, 1949. She had had pain in her abdomen since the 
age of 15, pains in the right side of the groin for three years 
and diabetes for five years. She stated that at the age of 15 
she had noted pain in the lower part of the abdomen. At this 
time she was examined by her family physician, who found 
that there was no vagina and who believed the pain to be 
ovarian in origin. He recommended oophorectomy, but her 
family refused the operation. Since that time, up to the present, 
she had had pain in the lower part of the abdomen which lasted 
about two days and occurred at twenty-eight day intervals. 
For the past three years she had had a different type of pain, 
present in the right part of the midabdomen and radiating 
through to the right side of the groin. It was inconstant, 
appeared without warning, moderately severe and dull in char- 
acter. She obtained relief from this by pressure in the lower 
part of the abdomen. Furthermore she noted that when the 
pain was present she passed no urine and when the pain was 
relieved there was an increased amount of urine. She had had 
chills and fever with this pain and once was said to have 
“uremic poison.” Five years before she had noticed the symp- 
toms of diabetes, and, with a moderately restricted diet, she 
was able to control the amount of sugar in her urine. For 
several years she had also had a painful mass in the right 
side of the groin. She knew nothing of its onset, and tender- 
ness was the only symptom. Her history was otherwise non- 
contributory except for a family history of diabetes, which was 
present in a brother and one sister (the latter had died in coma). 
The physical examination revealed obesity and absence of 
the vagina. There was a mass in the right inguinal region 
about 5 cm. in diameter which was not reducible. The secondary 
sexual characteristics were normal. 





7. Wakeley, C. P. G.: Hernia of the Ovary and Failopian Tube, 
Surg., Gynec. & Obst. 51: 256, 1930. 

8. Montgomery, T. : Agemaiies of the Ovary, in Cyciepetia of 
Medicine, 1934, Philadelphia, l. A. Davis Company, vol. 4, p. 424. 

9. Since submission of this Mead weA Keitzer and Reimenschneider 
have reported the twelfth case of congenital absence of the vagina with 
a solitary pelvic kidney. The case reported here is the thirteenth instance 
of this anomaly. (Keitzer, W. A., and Reimenschneider, E. A.: Congenital 
Absence of the Vagina with Accompanying Solitary Pelvic Kidney, 
J. A. M. A. 142:987 (April 1) 1950. 
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Laboratory studies showed normal conditions, with the 
exception of the blood sugar, which was 240 mg. per hundred 
cubic centimeters, and the presence of 1.25 per cent sugar in 
the urine. Radiographic studies revealed a large, hydro- 
nephrotic, solitary pelvic kidney on the right side (see the 
accompanying figure). Cystoscopic examination revealed that 
the solitary kidney had fairly good function. There was no 
meatus on the left side. After the diabetes was controlled by 
diet and the administration of insulin, the inguinal canal was 
explored; an unusually large ovary was found sliding through 
the right abdominal inguinal ring. The ovary was approxi- 
mately 3 by 5 by 8 cm. in size. About one third of the ovary 
was within the abdominal cavity and two thirds in the hernial 
sac, which had no other contents. Palpation through the ring 
revealed that the kidney occupied almost the entire right side 
of both the true and the false pelvis. No evidence of a uterus 
or tubes was found. 

The repair of the hernia was carried out with the McVay 
technic after the ovary had been resected. The postoperative 
convalescence was uneventful, and the patient was dischafged on 
the tenth postoperative day. Studies were made to see whether 
the kidney would empty if the ptosis were supported, and the 
patient was given instructions for the conservative elevation 
of the single kidney. 

SUMMARY 

A case of inguinal ectopia is presented in which there was 
an associated congenital absence of the vagina, a single hydro- 
nephrotic pelvic kidney and diabetes. The relation between 
sliding hernia and ectopia of the ovary has been suggested. 


SURGICAL RELIEF OF EPILEPSY ASSOCIATED WITH 
CAROTID SINUS SYNDROME 


MARCUS H. RABWIN, M.D. 
and 
REUBEN MERLISS, M.D. 
Beverly Hills, Calif. 


Epilepsy is sometimes referred to as the epileptic syndrome, 
acknowledging that the characteristic convulsive phenomena 
may have a variety of causes. Perhaps the earliest recognized 
cause of symptomatic epilepsy was cardiac asystole. In 1827 
Adams! described a number of patients in whom convulsive 
symptoms coincided with absence of the pulse at the wrist. 
He concluded correctly that the epileptiform attacks in these 
persons were of cardiac origin. In more recent years a number 
of conditions not referable to the central nervous system have 
been found to be responsible for convulsive seizures; these 
include, among others, spontaneous hypoglycemia, paroxysmal 
tachycardia, lead poisoning, nonspecific fevers and drug reactions.* 
Differential diagnosis of these entities is essential because specific 
therapy may stop the epileptiform attacks. In the case reported 
herein, a seldom encountered etiologic factor was active: a 
hypersensitive carotid sinus. 

REPORT OF CASE 

History —J. B., a man aged 51, was first seen by one of us 
(R. M.) in the outpatient dental department of the Cedars of 
Lebanon Hospital in October 1942, because of an epileptic 
seizure. The dentist stated that the patient, as he rose from 
the chair, became pale, slumped to the floor and underwent a 
typical epileptiform convulsion. The patient was obviously 
a vagrant and was clad in old, dirty clothes. He had 
been subject to attacks of fainting and convulsions since the 
age of 5 years. At that time he had fallen out of a hayloft 
and was unconscious. He could not recall, however, whether 
the fall was due to a preceding attack of unconsciousness. Sub- 





From the Departments of Surgery and Medicine, Cedars of Lebanon 
Hospital, Los Angeles. 

1. Adams, R.: Cases of Diseases of the Heart with Pathological Obser- 
vations, cited by White, P.: Heart Disease, New York, The Macmillan 
Company, 1944, pp. 931-934. 

2. Loewenberg, S. A.: Medical Diagnosis, Philadelphia, F. A. Davis 
Company, 1941, pp. 99-100. French, H.: Index of Differential Diagnosis, 
Baltimore, Williams & Wilkins Company, 1945, pp. 190-196. 
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sequently, while still a boy, he found that excitement or exer- 
tion would precipitate an attack. Sometimes he would merely 
fall to the ground in a faint; on other occasions he would go 
into a complete epileptic attack with a tonic and clonic phase. 

As he grew older the attacks became more frequent, occurring 
several times a day and preventing him from earning a living. 
When he turned his head or arose suddenly from a sitting 
position, he was likely either to faint or to have a convulsion. 
Looking up suddenly often provoked an attack. He would 
often go into a seizure while shaving, and for years he had 
been unable to wear a tie or tight collar, because he had noticed 
that any pressure on his neck seemed to precipitate an attack. 
For thirty years this man had been in and out of charity 
wards of hospitals from one end of the country to the other. 
He was regarded as an epileptic with strong psychogenic 
factors. No significant improvement was induced by any form 
of therapy, including prolonged psychotherapy. He could not 
hold a job and was an itinerant vagrant with a hopeless outlook. 

Clinical Observations ——On physical examination at this time 
he held his head stiffly; in order to look around he turned his 
entire trunk, as do persons with ankylosing spondylitis. He 
had pediculosis pubis and pediculosis capitis. His blood pressure 
was 105 systolic and 80 diastolic. Experimental stimula- 
tion of the right carotid sinus caused slight dizziness. How- 
ever, when the left carotid sinus was stimulated the patient drew 
his head back, rolled up his eyes and collapsed into a tonic con- 
vulsion, followed by a clonic phase. In about ten minutes he 
recovered and sat up, complaining of a headache. He was then 
hospitalized for study. 

On the ward it was found that stimulation of the left carotid 
sinus could provoke attacks simulating grand mal or petit mal. 
More vigorous stimulation seemed more likely to provoke con- 
vulsions then syncope, but the type of reaction was not entirely 
predictable. Such stimulation of the left carotid sinus produced 
three separate phenomena; asystole of three to eleven seconds’ 
duration, a fall in systolic blood pressure of about 30 points, 
and intestinal borborygmi. When 1/50 grain (1.2 mg.) of 
atropine was administered intravenously, the asystole and 
borborygmi disappeared but the convulsive response remained 
unaffected. 

When the patient rose quickly from a recumbent position, 
he became pale and slumped to the floor. At such times the 
blood pressure was likely to fall so low that it could not be 
determined, while the pulse rate increased to 100 per minute. 
Occasionally a convulsion could be precipitated in such a man- 
ner. A fall in blood pressure did not occur after carotid sinus 
stimulation when the patient was recumbent; yet in this position 
attacks of unconsciousness were easily produced. In order to 
rule out the hypotensive response as the causative factor of 
these convulsions, amyl nitrite was given by inhalation until 
the blood pressure fell 50 points below the patient’s usual level. 
Convulsions or loss of consciousness did not occur during this 
test. It was therefore concluded that neither asystole nor 
hypotension caused the convulsive reactions but that they were 
due to a specific cerebral response which has been described 
by Soma Weiss and his associates and referred to by him as 
the “third type.” 3 

Electrocardiograms showed a normal pattern. During left 
carotid sinus stimulation, sinus arrest and auriculoventricular 
block occurred with asystoles up to seven seconds. An electro- 
encephalogram showed decided psychomotor activity at rest. 
After carotid sinus stimulation a typical grand mal discharge 
was recorded. Extensive laboratory investigations, including 
serologic tests, spinal fluid chemistry and blood chemistry 
revealed no further abnormality. The patient was advised to 
sleep in an inclined bed and was instructed to take 20 mg. of 
hydroxyamphetamine hydrobromide (paredrine hydrobromide®) 
three times daily as well as 1/150 grain (0.4 mg.) atropine. 
On this regimen the fainting spells after change of posture 
became less frequent, but the convulsive seizures continued as 
they had in the past. 





3. Ferris, E. B.; Capps, R. R., and Weiss, S.: Carotid Sinus Syncope, 
Medicine, 14: 377-405, 1935. Weiss, S., and Baker, J. P.: The Carotid 
Sinus Reflex in Health and Disease, ibid. 12: 297-315, 1933. Weiss, S.: 
Carotid Sinus Syndrome, in Christian, H. A., and Mackenzie, J.: Oxford 
Medicine, New York, Oxford University Press, 1927, vul. 2, pt. 1, 250 
(19-28). 
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Operation—Medical therapy improved the patient’s condition 
but failed to cure him. Therefore, in view of the severe and 
recurrent convulsive seizures, surgical intervention appeared 
to be indicated. Even though postural hypotension was found 
to exist concomitant with the carotid sinus syndrome, and even 
though preoperative exclusion of additional idiopathic epilepsy 
was considered to be impossible, stripping of the left carotid 
artery appeared to promise the best therapeutic results. 

Operation was performed by one of us (M. H. R.) on Feb. 
26, 1943. One hour before surgery, atropine 1/60 grain (1 
mg.) and hydroxyamphetamine hydrobromide 20 mg. were 
administered by mouth. Denervation of the left carotid sinus 
was then carried out under left cervical block, using 1 per 
cent solution procaine hydrochloride without epinephrine. The 
patient was placed in a dorsal recumbent position and the head 
turned. toward the right. An oblique incision was made, cross- 
ing the anterior border of the sternocleidomastoid muscle at 
the level of the thyroid cartilage. The carotid sheath was 
opened and the common carotid artery exposed at its bifurca- 
tion into the internal and external carotids. When the tunica 
adventitia was dissected free at this point, a decided bulging 
occurred as though the vessels had been under considerable 
tension. Lying over the anterior surface of the external carotid 
artery, about 2 or 3 cm. above its bifurcation, was a large 
nerve, apparently the descending ramus (dorsal branch) of the 
hypoglossus. A branch of the vagus nerve was located immedi- 
ately posterior to the internal carotid and the common carotid 
artery. The internal jugular vein and a large anterior tribu- 
tary were seen slightly below the bifurcation. The common 
carotid artery and its two branches were stripped of the areolar 
tissue of the tunica adventitia at the point of bifurcation, and 
the connecting nerve fibers were removed. A small amount of 
firm tissue encountered at the point of bifurcation was excised. 
The wound was closed without drainage. 


Subsequent Course —Recovery was uneventful. On the fourth 
postoperative day an attack of petit mal lasting 40 to 45 seconds 
occurred while the dressings were being changed. No epilepti- 
form response was provoked when the left carotid sinus was 
stimulated by tilting the head, arising or turning from side to 
side. An electroencephalogram made three weeks after the 
operation showed a great deal of psychomotor activity in all 
areas. However, no change could be noted when compared 
with the corresponding preoperative record. 

The patient was reexamined on numerous occasions during 
the next seven years. In the first six months after the opera- 
tion, he had had sixteen grand mal seizures, but none of the 
petit mal type. Thereafter all attacks ceased, and at no time 
has he had a return of his original symptoms. In the twenty 
years prior to operation not one week passed without his having 
an attack. Gradually an amazing change came over his per- 
sonality. This man who had been a vagrant, unable to hold 
a job, became a partner in a painting and wallpaper concern. 
For a number of years he maintained a good income, worked 
actively on hoists and ladders many feet above ground without 
fear of falling. , 

After a seven year period without attacks, he began suffer- 
ing a number of “fainting spells” during a period of great 
emotional strain. On our advice he stopped his work and was 
hospitalized. Stimulation of the carotid sinus provoked spasms 
of coughing but no syncope or convulsions. Syncope was 
readily produced in the patient when he rose suddenly from 
a recumbent position, during which time his blood pressure 
fell moderately. 

An electroencephalogram revealed a perfectly normal tracing. 
After ten days of study it was decided that the fainting episodes 
were due to vasomotor instability and postural hypotension 
and were not related to a reoccurrence of the hyperactive carotid 
sinus. 

COMMENT AND CONCLUSIONS 

This patient did not have a single clearcut disease that would 
explain all the observations. After a long period of study it 
became apparent that three separate factors were operative, 
postural hypotension, a hyperactive carotid sinus syndrome and 
a convulsive diathesis. The postural hypotension in association 
with vasomotor instability was benefited considerably by the 
patient’s use of an inclining bed and by the administration of 
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hydroxyamphetamine hydrobromide (paredrine hydrobromide®). 
However, after he had stopped using these measures and during 
a period of great emotional strain he again suffered syncope, 
which, during his last hospital admission, was shown to be 
due to these two factors. 

The seizures associated with stimulation of the carotid sinus 
were completely eradicated by the surgical treatment, and at 
present this patient cannot be considered epileptic. Certain 
facts, however, point to a third factor. Although stimula- 
tion of the carotid sinus in other persons may provoke 
syncope, only unusually does it provoke an epileptiform attack. 
In this man true grand mal episodes with characteristic electro- 
encephalographic patterns were the usual type of response. His 
encephalogram taken without carotid sinus stimulation was also 
of an abnormal pattern. In the first six months after the carotid 
sinus had been stripped and stimulation was without effect, 
he had a number of convulsive episodes. These facts would 
indicate that he had a convulsive diathesis or a low convulsive 
threshold. One condition which consistently overstepped this 
threshold was the hyperactive carotid sinus. When this single 
factor was removed, spontaneous convulsions decreased greatly 
in frequency and then stopped entirely. 

A credible explanation for the coactivity of a convulsive 
diathesis and a hyperactive carotid sinus syndrome in produc- 
ing convulsions is suggested by the observations of Soma 
Weiss. He has shown that disease of the receptor organ, 
which may be the heart, the brain or the vasomotor system, 
is likely to determine the type of response to carotid sinus 
stimulation. In this case the presence of a convulsive tendency 
might predispose toward a cerebral response and would increase 
the intensity of the response so that on occasion convulsions 
rather than the usual type of syncope would result. 

The significant element of this case report is the tremendous 
benefit brought about by denervation of the carotid sinus. The 
patient was completely freed of his grand mal attacks and 
almost completely freed of his syncope, and for the first time 
in his life he was able to earn a living. Such an excellent 
result makes it imperative that all patients with similar condi- 
tions be recognized, so that they may also receive the partial 
or complete improvement that surgical measures can bring. 

The diagnosis may be suggested by the patient’s observation 
that attacks may be brought on by turning the head or by 
pressure on the neck. If stimulation of either carotid sinus is 
able to reproduce an epileptiform attack similar to that from 
which the patient suffers, the diagnosis may be considered estab- 
lished. The physician who searches for this mechanism among 
all his epileptic patients will be on occasion rewarded by finding 
a surgically amenable type of the epileptiform syndrome. 


9730 Wilshire Boulevard. 





Excretion of Steroids as an Aid in Diagnosis.—In 1931 
Butenandt described the isolation from urine of males of a 
crystalline steroid which in 1934 was identified as androsterone, 
the first of the class of substances now known as 17-ketosteroids. 
A number of compounds belonging to this group have since 
been isolated and methods have been developed for their quanti- 
tative determination. The qualitative pattern of the urinary 
17-ketosteroids may be important for an understanding of cer- 
tain diseases, and measurement of their quantity is often of 
aid in clinical diagnosis and in the interpretation of changes 
in testicular and adrenal cortical function. . . . The urinary 
17-ketosteroids are products of the adrenal cortex in women 
and of the adrenal cortex and testes in men. Variations in 
the amount excreted, especially in certain pathologic conditions, 
are in some measure reflections of variations in the amounts 
of steroids produced by these two glands. It would be expected 
that any condition which affects the function of these glands 
would result in a corresponding change in the amount of urinary 
17-ketosteroids. However, it should be pointed out that factors 
which may influence the rate or extent of transformation of 
precursor hormone to excretory product are not understood.— 
Harold L. Mason and William W. Engstrom, The 17-Ketoster- 
oids: Their Origin, Determination and Significance, Physiologi- 
cal Reviews, July 1950. 





we 


oe Oo Oe Oe SOU 











PHYSICAL MEDICINE 


Votume 144 
NuMBER 6 


Council on P hysical Medicine 
and Rehabilitation 


The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following article on the recom- 
mendation of its Advisory Committee on Audiometers and 
Hearing Aids. The members of the Committee are Drs. 
Gordon Berry, Hallowell Davis, Kenneth M. Day, Edmund P. 


Fowler, lsaac H. Jones, Dean Lierle, Moses H. Lurie, Douglas. 


Macfarlan and C. Stewart Nash. 
Howarp A. Carter, Secretary. 


MINIMAL REQUIREMENTS FOR ACCEPTABLE 
PURE TONE AUDIOMETERS FOR 
SCREENING PURPOSES 


An audiometer is a device used to measure the response of 
the hearing mechanism (human) to sounds of different mea- 
sured intensities. These requirements and recommendations are 
concerned with the pure tone audiometer used for screening 
purposes. “Screening” is the detection of hearing losses greater 
than some minimum amount. It is not intended that medical 
diagnosis should be based on screening measurements, but merely 
that persons should be assigned to groups according to auditory 


CaEEVRY. 1. GENERAL REQUIREMENTS 


(a) Except as otherwise specified, an audiometer for screen- 
ing purposes must meet all of the minimal requirements for 
acceptable pure tone audiometers for diagnostic purposes. 

(b) An audiometer for screening purposes must carry on its 
operating panel an easily legible label clearly designating the 
instrument as “screening audiometer” or “for screening purposes 
only.” 


(c) A spring head band shall be provided to hold the earphone 


or earphones firmly enough against the ear to insure an 
acoustic seal. Cushions and/or other coverings for the earphone 
and the spring tension shall be designed with due consideration 
of (1) acoustic seal, (2) comfort, (3) ease of rapid and 
accurate placement and removal, (4) ease of cleaning and (5) 
maintenance of the proper size of cavity for which the earphone 
is calibrated. If only one earphone is provided, a dummy ear- 
phone with proper cushion or covering to cover and close the 
opposite ear shall be provided and suitably marked. The head 
band shall be easily and rapidly adjustable to fit the heads of 


It hil " 
adults or children 2, FREQUENCIES 


The audiometer shall produce at least the four following 
definitely identified frequencies: 500, 1,000, 2,000 and 4,000 


cycles per second. , irenstTy RANGE 


Hearing loss readings shall extend from zero (at normal 
threshold) to 60 decibels by intervals of 5 decibels. 


4 SOUND PRESSURE OUTPUT 

The sound pressure produced by the receiver at each hear- 
ing loss reading shall not differ from the indicated value, as 
referred to normal threshold, by more than 4.0 decibels at the 
indicated frequencies of 500, 1,000 and 2,000 or by more than 
5.0 decibels at 4,000 cycles per second. Measurements shall be 
made as specified in the Minimum Requirements for Acceptable 
Pure Tone Audiometers, THE JouRNAL, July 30, 1949, p. 1095 
(revision in press). The sound pressures corresponding to nor- 
mal thresholds as specified for acceptable pure tone audi- 
ometers for diagnostic purposes shall be employed. 


5. STABILITY OF OUTPUT 

(a) The acoustic output of the instrument shall not vary 
through a total range of more than 2 decibels with variations 
in line voltage over the ranges specified for audiometers for 
diagnostic purposes or as the voltage of the batteries of a 
battery-operated instrument varies within the limits recom- 
mended by the manufacturers. Measurements for this require- 
ment shall be made at the 60 decibel hearing loss setting and 
the 1,000 cycles per second frequency setting by the method 
specified for audiometers for diagnostic purposes. 
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(b) In a battery-operated instrument there must be some 
means of determining when the loaded limiting battery voltage 
has been reached. 


7 6. PURITY OF TEST TONES 
The purity of the test tones shall be measured at the 60 
decibel hearing-loss setting at the four indicated frequencies 
specified in Section 2. 


7. BONE CONDUCTION 
A bone conduction receiver is not required. 


: 8. AUDIOGRAM BLANKS 
Audiogram blanks are not required. 


Recommendations for Pure Tone Audiometers 
for Screening Purposes 
The following features are not required, but they are recom- 
mended for the guidance of manufacturers. 


1. GENERAL 

(a) Two earphones should be provided, with a switch on the 
operating panel that allows the operator to transfer the test 
tone from one ear to the other. Each of the two earphones 
should meet the requirements for accuracy of sound-pressure 
output. 

(b) A battery-operated instrument should be provided with 
a device that will insure that the batteries are turned off when 
the instrument is closed or covered for transportation. 


2. FREQUENCIES 

If test tones in addition to the series 500, 1,000, 2,000 and 
4,000 cycles per second are provided, the frequencies recom- 
mended are 250 and 6,000 cycles per second. . 

If additional test tones beyond the four specified as the mini- 
mum are provided, the requirements for accuracy of sound 
pressure output need not be met at the additional frequencies, 
but it is expected that manufacturers will make every reason- 
able effort to maintain the same standard of accuracy at all 


indicated frequencies. 3. NOISE 


If an audiometer is provided with two or more earphones 
the signal in any earphone for which the switch is set to “off” 
should be at least 10 decibels below the normal threshold for 
a signal of that frequency. This test should be applied, by an 
observer (or observers) with appropriately acute hearing, with 
the audiometer set for 60 decibel hearing loss and at all of the 
specified frequencies. 

4, TONE INTERRUPTER 

The interrupter should operate either as normally on or 
normally off at the choice of the operator. The objective of 
the interrupter is to establish and to eliminate the test tone as 
rapidly and promptly as possible without producing an audible 
click or a transient. 


REPORT OF THE COUNCIL 
The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following article. 
Howarp A. Carter, Secretary. 


MINIMAL REQUIREMENTS FOR ACCEPTABLE 
DIRECT READING ELECTROENCEPHALO- 
GRAPHS (REVISED) 


The Advisory Committee on Electroencephalography of the 
Council on Physical Medicine and Rehabilitation has given 
careful consideration to the revision of the minimal require- 
ments for acceptable direct reading electroencephalographs. 
Because of the lack of space in THE JOURNAL OF THE AMERICAN 
Mepicat Association the requirements are not reprinted. By 
writing to the Secretary of the Council on Physical Medicine 
and Rehabilitation one ‘may obtain a reprint containing the 
revisions. 

Except for minor editorial corrections, the important change 
is the addition of the following statement at the end of sub- 
paragraph 1-Coupling Between Channels (J. A. M. A. 
138:958 [Nov. 27] 1948): The interfering channel shall have 
an input impedance of 500 ohms or lower and the interfered- 
with channel shall have an input impedance of 10,000 ohms. 
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CHRONIC ILLNESS 


Chronic disease may be defined as any deviation from 
health that affects a person’s total life pattern in a 
significant way because of either duration or prolonged 
after-effects. The practicing physician has long been 
aware, and had to face, the many problems, not only 
medical but economic and social, that result from 
prolonged illness. Medicine has approached and fought 
the major chronic diseases one by one. Services for 
specific diseases have been established by a number 
of different agencies, each group working toward a 
solution of problems in its specific area. 

Now, in midcentury, there can be seen and appreci- 
ated the need to tackle the common denominators of the 
chronic diseases, the various forms of chronic illness and 
disability, whether they stem from disease or accident, 
which create similar problems, require similar facilities 
and demand coordinated program planning. The phy- 
sician has experienced the need for more closely knit 
services—-not only to provide care for his patients but 
for early diagnosis, to make possible prompt treatment 
of conditions that might otherwise progress into serious 
disabilities—and for fuller application of the newer 
principles of physical, social and vocational rehabili- 
tation. Often the physician has been unable to see his 
patients through a complete regimen of treatment— 
even though various services for the chronically ill 
might be available in the community—because of the 
lack of a smooth system of referral to different types 
of care needed over an extended period of time by the 
long term patient. 

For a long time practitioners have encountered diffi- 
culty in finding proper hospital facilities for their 
chronically ill patients and have observed the lack of 
adequate visiting nurse, housekeeping and other services 
by which patients might be cared for at home and the 
inadequacy of many nursing homes and other facilities 
that could, under more favorable circumstances, pro- 
vide a type of care needed by great numbers of chroni- 
cally ill persons today. Physicians have recognized the 
need for more facilities for rehabilitation, for more 
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funds to support the indigent chronically ill patient. 
These needs can best be met by coordinated program 
planning which will mold into one program the various 
services for the chronically ill and develop needed addi- 
tional facilities and community services. 

Chronic illness has become a major challenge for 
American medicine, for, while acute illnesses can to 
a great extent be controlled and their duration short- 
ened, the incidence of long term illness is growing. The 
shortage of hospital and acceptable nursing home beds 
and of facilities for rehabilitation and the need for 
integrated programs for prevention, care and rehabili- 
tation of chronic illness in every community become 
each day more pressing issues. To some extent an 
aging population has contributed to the size of this 
problem. However, the problem of chronic illness is 
not solely that of geriatrics. Although most sick old 
persons are chronically ill, not all old persons are sick 
and not all the chronically ill are old. The two fields, 
geriatrics and chronic illness, overlap but are not 
synonymous. To meet the problem of chronic illness 
coordinated action is necessary on the community level 
in the states throughout the nation. 

The recent national approach to chronic illness is a 
recognition of the need for study of a complex series 
of interrelated problems. The Commission on Chronic 
Illness was founded in 1949 by the American Medical 
Association, American Hospital Association, American 
Public Health Association and the American Public 
Welfare Association. The first stated objective was 
“to modify society’s attitude that chronic illness is 
hopeless.” Since then other organizations have lent 
support. 

The Commission is now a national clearing house for 
information about chronic disease activities in different 
parts of the country and is developing research plans 
for studies of incidence and of community programs. 
Through these studies indexes will be developed that 
may be adapted to each community for measuring its 
needs for additional facilities and services. A model 
community survey plan is being developed for use by 
communities interested in measuring their resources for 
prevention, control, care and rehabilitation of the chroni- 
cally ill. These fact-finding activities are the necessary 
first steps in the approach to the problem of chronic 
illness. 

Chronic illness committees have been formed by 
state medical societies in North Carolina, Minnesota, 
Ohio and Wisconsin. Statewide studies have been or 
are being made with medical society committees or 
representatives acting as advisory councils to special 
governmental commissions in California, Maryland, 
New Jersey, Indiana, New York, Illinois and Connecti- 
cut. The participation of the physician, individually 
and through his medical society, in chronic illness 
planning groups which mobilize the total community 
and its resources is essential to an effective attack 
on the problem. 
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MEDICAL LIBRARIANS 


One reason frequently given by young physicians for 
not wishing to practice in rural and semirural areas is 
that there are no hospitals, laboratories or medical 
libraries available there. To the modern, well trained 
doctor the value of all three to the adequate care of the 
patient is obvious. American medicine has reached its 
present high position, in part at least, because of the 
ability of American physicians to adapt the standards 
of the past to the changing needs of the present and to 
build on the firm foundations of what has gone before. 

In this scheme of things, medical libraries have been 
a primary factor. In them has been stored the knowl- 
edge of the practices of the past, and into them have 
come daily the new discoveries and new knowledge 
on which the American physician could build. Unless 
medical libraries have indexes to the literature, however, 
they become mere ornamental collections without useful 


purpose. As our English colleague has put it *: 


LAMENT OF A LABORATORY LIBRARIAN 


When a doctor’s not engaged on his dissections and injections, 

Or in chasing little microbes up a sewer, 

He will delve into the mysteries of recondite case-histories 

With references exotic and obscure; 

A symposium in Spanish about mumps in Machrihanish 

With a footnote from Guadeloupe on glands, 

A report on sudden death by a lady called Macbeth, 

With the title “Don’t forget to wash your hands.” 
Through labyrinths of literature on frailties of the flesh 

I search from crack of dawn till set of sun. 

Ah, who would be a handmaid of the medical profesh? 

The librarian’s lot is not a happy one. 

“An infection found in beavers was transmitted to retrievers, 

And carelessly contracted by a vet, 

While the organism, injected in a toad in Timbuktu, 

Was recovered from a tadpole in Tibet. 

Now, was it in the Lancet in 1892? 

Or the B.M.J. in 1923? 

Or maybe Path, & Bact.? No, I can’t be more exact, 

And I think the name was Smit, or Smut, or Smee.” 
But who is going to make indexes which will tell the 
physician where and when the article was published? 
Obviously, the physician cannot spare the time. There 
must be available well trained medical librarians of two 
types: those who, by analyzing the literature, make its 
contents available, and those who can organize and 
run libraries so that pertinent literature is found in them 
when needed. Unfortunately, however, the demand for 
good medical librarians far exceeds the supply now, 
with no signs of a let-up in sight. 

American physicians can help in this aspect. The 
job of interesting young men and women in medical 
librarianship must be begun early. Many young per- 
sons who are trained in the sciences in college find, at 
graduation, that they cannot enter the medical field or 
have changed their minds about the desirability of this 
field. Frequently they come to the physician for advice 
on careers, and this is where recruitment for medical 
librarianship might well begin. Medical librarianship 
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offers these young persons at least as high a monetary 
return as routine clinical laboratory work or as pharma- 
ceutical detailing, and for many it is a far more exciting 
and challenging profession. 

To enter the field by the method of certification by 
the Medical Library Association, the prospective medi- 
cal librarian must have (1) a college degree or its 
equivalent, with emphasis on science and on foreign 
languages, and (2) a year’s training in an acceptable 
school of librarianship, including a course in medical 
library work. Those who wish more exact details 
about the training for medical librarians, their prospec- 
tive positions, future salary ranges and other pertinent 
data should write to the Subcommittee on Recruitment 
of the Medical Library Association, 444 East 68th 
Street, New York 21 (Mrs. Jacqueline W. Felter, 
chairman), which will be glad to furnish information 
on any phase of the subject. 

A medical library without an adequate librarian is 
like a radio without an adequate aerial. By careful 
listening one may faintly hear the news and music even 
without an aerial, but on adding the aerial one becomes 
aware of a whole new world. Physicians who want 
the whole new world of medical literature available 
to them will see to it that proper encouragement 
is given young men and women to become medical 
librarians. 


DOCUMENTARY BROADCASTING 


The American Medical Association’s radio program 
has gone through many phases, most of them pioneer- 
ing. As early as 1923, with commercial radio in its 
infancy, the American Medical Association broadcast 
health talks over WBBM, Chicago. Later some of 
these were broadcast over large segments of the 
Columbia Broadcasting System in the Middle West and 
Northwest. About the same time the Association 
pioneered in spot broadcasting with “Health Hints 
From Hygeia,” which were one minute excerpts read 
by the stage announcer at the 6 o'clock evening station 
break. In 1933 the Association entered with the 
National Broadcasting Company on the longest con- 
tinuous nationwide network health program ever broad- 
cast, a minimum of 26 weeks each year through and 
including 1949. In 1943 the Association began to 
distribute electrically recorded programs from which, 
in the 12 months ended Aug. 31, 1950, more than 
11,000 local broadcasts were made in cooperation with 
state and local medical societies. 

Coincidentally, state and local medical societies were 
making good use of radio. Among outstanding contri- 
butions are the first radio -health talk ever made, for 
which credit goes to Station KOA and Denver phy- 
sicians, and the first air discussion of venereal diseases, 
by the Monroe County Medical Society over Station 
WHAM, Rochester, N. Y. State medical societies 
have broadcast numerous educational programs in the 
public interest. 
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In 1950, having discontinued the network dramatized 
health program, which in 1935 was the first of its kind 
and which had held a place on the air waves ever since, 
the Association enters on a new phase, documentary 
broadcasting. The documentary, as distinguished from 
the network series, is a single, carefully prepared, 
factual program, based on painstaking documentation. 
The first such A. M. A. program was broadcast late in 
1948 as part of the drive to discover unknown diabetics. 
The second was broadcast in September 1950, with 
Carl Sandburg in person using excerpts from his 
dramatic poem “The People, Yes,” around which the 
program was built. The National Broadcasting Com- 
pany contributed its network facilities and orchestra, 
while the American Medical Association provided 
research, script writing, casting, sound and production. 
This truly cooperative effort has received widespread 
praise, ranging from an enthusiastic review in Variety, 
the theatrical news weekly, to the placing of a perma- 
nent recording in the Library of Congress. The Voice 
of America beamed the original broadcast by short 
wave to all English-speaking countries and will adapt 
portions of the program for broadcasting in other lan- 
guages. The use of Mr. Sandburg’s copyrighted poetry 
was made possible by permission from the author and 
from the publishers, Harcourt, Brace and Company, Inc. 

With additional documentaries soon to be broadcast 
in connection with the forthcoming meeting of the 
World Medical Association and concerning school 
health problems, the Bureau of Health Education of 
the American Medical Association has entered on a 
new phase of its long-sustained broadcasting program. 
This program offers an effective background for, and 
supplement to, the spot broadcasts and advertising of 
the American Medical Association’s educational pro- 
gram for better medical care. 


THE STUDENT AMERICAN MEDICAL 
ASSOCIATION 


At the San Francisco Session of the House of Dele- 
gates, the proposal of the Board of Trustees for the 
establishment of a Student American Medical Asso- 
ciation was approved. Plans are now proceeding for 
a constitutional convention, composed of delegates from 
existing medical student body organizations interested 
in affiliation with a national organization sponsored by 
the American Medical Association. 

The student association is being organized with the 
close collaboration of the deans of the various medical 
schools and with the state and local medical societies. 
The new association is to be truly a student venture 
and will bring the student into closer contact with 
organized medicine both locally and nationally. The 
medical student of today will tomorrow have the respon- 





1. Proceedings of the House of Delegates, J. A. M. A. 143: 982 
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sibility of administering the affairs of organized medi- 
cine. The complexities of society today demand that 
able men hold posts of responsibility in our medical 
organizations. The formation of a student association 
affiliated with the American Medical Association will 
aid immeasurably in preparing the future physicians to 
assume the responsibilities and obligations of their 
profession. 


DISCOVERING UNSUSPECTED DIABETES 


The Diabetes Detection Drive, which is to be held 
this year on Nov. 12-18, is one of the newest of 
the numerous special weeks which have been desig- 
nated for the observance of programs against various 
diseases. It also is one of the most important. Among 
serious diseases there are few more susceptible to spe- 
cific medical management which, even in the absence 
of cure, prolongs life, increases efficiency, protects earn- 
ing power, minimizes disability and adds to the joy of 
living. The insidious onset of the disease is the great- 
est handicap, and it is against this that the Diabetes 
Detection Drives are aimed. 

At its recent Session in San Francisco the House 
of Delegates of the American Medical Association 
reaffirmed its previous approval of the principles under- 
lying the drive for early detection of diabetes mellitus 
and specifically approved self testing. With com- 
mercially available and inexpensive urinalysis pro- 
cedures, which any intelligent layman can employ 
without resorting to self diagnosis in the professional 
sense, it should now be possible to find many more of 
the estimated one million unrecognized diabetics in the 
United States. The importance of finding them may 
be judged from the fact that diabetes was twenty- 
seventh among the causes of death in 1900, when medi- 
cine’s only weapon against the disease was diet. In 
1945 diabetes was eighth, despite the fact that insulin 
was prolonging life for millions of recognized diabetic 
patients. The increase is due largely to the change in 
life expectancy; as more persons reach potential dia- 
betes age, the number of persons with diabetes mellitus 
increases. 

From every viewpoint—personal, community, eco- 
nomic and professional—it is urgent that unrecognized 
diabetes be discovered and medical care instituted. 
How this can be done is exemplified by the experience 
of physician-layman cooperation in Virginia, Minn. Of 
this town’s 12,000 population almost 10,000, or more 
than 81 per cent, were screened for hidden diabetes. 
This was accomplished by the Chamber of Commerce 
under the direction of the County Medical Society, 
with more than 250 volunteers making a house to house 
canvass. At least 50 persons with previously unrecog- 
nized diabetes were detected. 

The Diabetes Detection Drive is unique in that it is 
sponsored by the American Diabetes Association, an 
organization of physicians, and is planned as a public 
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service without public solicitation of funds. All that 
the participating physicians ask is public interest and 
personal effort, which is little enough in view of the 
benefits which will accrue to all participants. An 
incidental, but not unimportant, phase of this drive is 
that it recognizes the inherent ability of a relatively 
small community like Virginia to study and solve its 
own problems. Other communities can and should do 
likewise, not only against diabetes but in the solution 
of all their medical problems. 


CHOLESTEROL INTAKE AND VASCULAR 
SCLEROSIS 


A current upsurge of interest in and research on 
arteriosclerosis has raised important questions in nutri- 
tion. Dietary cholesterol has been implicated in the 
problem of atherosclerosis since it was first demon- 
strated that one could produce deposits of cholesterol 
in the large vessels of the rabbit by feeding cholesterol 
and that an early stage in the development of human 
atherosclerosis is the deposition of cholesterol esters in 
the vessel wall. Whether the “rabbit studies” are 
pertinent to man has long been questioned, because 
enormous amounts of cholesterol were fed and the rabbit 
has no physiologic mechanism for metabolizing dietary 
cholesterol; hence cholesterol. would be expected to 
accumulate. 


There are differences of opinion among clinicians as | 


to the advisability of restriction of cholesterol intake 
in man for the purpose of either retarding or revising 
the sclerotic process. A direct experiment to answer 
this question has not been devised. The only well 
established disease in which dietary restriction of cho- 
lesterol appears to have a demonstrably beneficial effect 
is essential xanthomatosis. In this disease, restriction 
of cholesterol will often lower the excessive plasma 
cholesterol levels dramatically and presumably delay 
the onset of atherosclerosis.* 

The principal criterion of the effectiveness of any 
dietary measure in atherosclerosis has been the level of 
plasma cholesterol. Frequently this measurement has 
not correlated well with other clinical signs of cardio- 
vascular disease. Gofman and co-workers * have recently 
published data obtained with the ultracentrifuge that 
may lead to resolution of some of these difficulties. 
These authors point out that it is not the total plasma 
cholesterol which correlates with vascular sclerosis, but 
rather the presence and quantity of an abnormal cho- 
lesterol-containing lipoprotein. The same authors 
presented preliminary data suggesting that dietary 
restriction of cholesterol may reduce the amount of this 
abnormal lipoprotein in the plasma of man. This lead 
undoubtedly will be extensively studied. 





1, Thannhauser, S. J.: Serum Lipoids and Their Value in Diagnosis, 
Medical Progress, New England J. Med. 237: 515 (Oct. 2); 546 (Oct. 9) 
1947, 

2. Gofman, J. W., and others: The Role of Lipids and Lipoproteins 
in Atherosclerosis, Science 111: 166 (Feb. 17) 1950. 
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It is of utmost importance to determine the mecha- 
nisms which control the metabolism of this abnormal 
lipoprotein with a view toward prevention or delay of 
atherosclerosis. It is of equal importance to determine 
the reversibility of sclerotic plaques after they have 
been formed. Until these fundamental data are obtained, 
there seems little justification for the belief that reduc- 
tion of cholesterol intake will be effective as a preventive 
or curative procedure for vascular sclerosis. Since 
dietary cholesterol occurs in foods of animal origin 
with particularly desirable nutritional value (e. g., meat, 
eggs and milk), it seems unwise to condemn use of these 
foods if there is risk of sacrificing the foundations of 
sound nutrition unless clearcut evidence is obtainable 
to establish the usefulness of such a procedure. This 
is particularly significant in the light of recent obser- 
vations of Keys and associates,* who studied 482 
“normal” men over a three year period. The subjects 
were for the most part from a relatively favored eco- 
nomic bracket, and few, if any, were restricted in diet 
because of income. Their observations show that the 
serum cholesterol level of “normal” men is not signifi- 
cantly related to differences in the habitual cholesterol 
intake over a range of something like 250 to 800 mg. 
per day. 

Arteriosclerosis deserves extensive investigation. 
However, sufficient data already are available to sug- 
gest that of immediate importance in the control of 
arteriosclerosis is the need for curbing obesity. This 
condition should be regarded as a disease. It is wide- 
spread and contributes heavily to the devastating effects 
of vascular disease as well as other diseases. Evidence 
is accumulating which indicates that obesity is associ- 
ated with abnormalities of cholesterol metabolism, per- 
haps far more so than the dietary intake of cholesterol. 
Until other investigations are completed it seems 
unwise to indict cholesterol as a causative factor to 
the extent that cholesterol-containing foods are so 
restricted that an additional health hazard is created by - 
the loss of these foods from the diet. Furthermore, 
physicians should be on guard against misleading 
advertising claims that propose other substances as 
substitutes for these foods. Much remains to be learned 
before a positive stand on dietary control can be taken. 
At this time the subject is at the level of experimental 
investigation. 


THE ADVERTISING CAMPAIGN 


Several references have been made in the editorial 
colunins of THE JouRNAL and more recently in The 
President’s Page to the advertising campaign of the 
American Medical Association. On advertising page 
22 of this issue is a reproduction of a general adver- 
tisement which is being used in the campaign. 
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WASHINGTON NEWS 


(From the Washington Office of the American Medical Association) 


Physicians in Service 


Slow-moving machinery of the doctor-draft law has not yet 
solved the Army’s medical manpower problems. A full month 
after enactment of the law the Army was forced to order up 
130 medical reserves, mostly veterans of World War II and 
the very group the law was designed to keep out of uniform at 
the present time. Approximately 90 per cent of the 130 are 
captains, with the other 10 per cent made up of selected special- 
ists of higher rank. An Army spokesman said they are fairly 
well distributed geographically but that this call has not been 
broken down into Army area quotas. 

Men to be called now do not represent an over-all increase. 
Instead, they will count against Army area quotas announced 
in August, when a call was issued for 734 physicians to be in 
uniform by mid-October. Only two weeks ago the Army said 
it had devised a system to fill out most of this total with non- 
veterans while waiting for the doctor draft to take effect. At 
that time totals for each Army area were broken down into two 
quotas, one to be filled entirely by nonveterans, the other to 
include only a minimum number of men who served in World 
War II. While this system is effective to a degree, according 
to the Army it is not accomplishing all that had been hoped for. 
This explains why 100 or more veterans now are being ordered 
back on duty. 

The simple fact is that, because not enough nonveterans are 
volunteering for active duty, veterans have to be called up to 
meet requirements. The Army is having far more difficulty in 
this respect than either the Air Force or the Navy. The Air 
Force currently is processing letters and applications from a 
large group of former ASTP and V-12 students, who were 
invited to join the Air Force medical reserves a few weeks ago. 
Out of these the Air Force expects to meet its immediate 
requirements without calling on World War II reserves. The 
Navy is concentrating its calls on the V-12’s who hold Navy 
commissions and calling up very few veterans. The Army, 
incidentally, made a futile appeal to the Navy before deciding 
to order more medical veterans back into uniform. It asked 
the Navy to call up 400 of its 1,200 V-12 reserves and assign 
them temporarily to the Army, but the request was turned down. 


Reopening of Army Hospitals 


In anticipation of a heavy flow of Korea casualties back to 
the United States, the Army is reopening three general hos- 
pitals and enlarging operating bed capacity at nine station 
hospitals. To date fewer than 4,000 casualties have been brought 
back to this country, all by air. By December 1, it is esti- 
mated that 11,500 will have been returned. 

General hospitals to be reopened are Valley Forge, Pa., to 
have 1,500 of its 1,800 beds ready immediately, the remainder 
by November 1; Murphy General, Waltham, Mass., 1,082 beds 
ready by November 1 and an additional 375 by December 1, and 
Percy Jones General, Battle Creek, Mich. 1,500 beds by 
December 1. Bed capacity of the following Army and National 
Guard camp hospitals is to be increased varying amounts (from 
200 to 2,000 beds) by December 1: Camp Atterbury, Ind.; 
Camp Carson, Colo.; Fort Bragg, N. C.; Fort Benning, Ga.; 
Camp Campbell, Ky.; Camp Hood, Texas; Camp Edwards, 
Mass.; Camp Picket, Va., and Camp Gordon, Ga. Two other 
hospitals, the Naval Hospital at Long Beach, Calif., and Oliver 
General, Augusta, Ga., which already have been turned over 
to Veterans Administration, are unavailable to the military. 

Announcement of the reopenings was made by Representative 
Carl Vinson, chairman of the House Armed Services Committee. 
It was a subcommittee of this committee, under Representative 
L. Mendel Rivers (Democrat, South Carolina), which investi- 


gated the closing of military hospitals last spring. At that 
time the subcommittee conducted hearings and protested strongly 
to the Defense Department, but the closing orders went into 
effect. Shortly after Mr. Vinson made his announcement, the 
Defense Department’s Office of Medical Services issued a fact 
sheet on the military situation. It showed that, from the out- 
break of the Korean war to October 1, operating capacity had 
been increased by 12,416 beds. This meant, according to the 
Defense Department, that 20,908 operating beds were vacant 
at the time the hospital expansion program was put into effect. 
Furthermore, the fact sheet stated that hospitals already activated 
could provide an additional 62,592 mobilization beds “as the 
need arises and personnel to staff them becomes available.” 


Red Cross 


The National Red Cross, already entrusted with coordinating 
a nationwide blood program, has undertaken two more major 
civil defense assignments. It will provide first aid training for 
as many as 20 million persons, including all civil defense officials 
and volunteers, and training facilities for home nursing and 
nurses’ aid instruction. The announcement that Red Cross will 
be responsible for the tremendous training program was made 
by the National Security Resources Board. All programs will 
be carried out under general supervision of NSRB’s Civil 
Defense Office. 

W. Stuart Symington, NSRB chairman, asked for assistance 
in expanding nurse training services in view of the potential 
shortage in event of a national emergency. He noted the value 
of nurses’ aid programs in the last war and added, “Home nurs- 
ing courses provided a further method of reducing the demand 
for professional nurses and for hospital care.” Mr. Symington 
said a total of 20,000,000 volunteers may be expected to partici- 
pate in first aid courses and that NSRB may propose that 
all Civil Defense officials and volunteers be required to take 
them. 

Speaking for the Red Cross, National Director George C. 
Marshall said the organization is taking all possible action to 
augment facilities for the two new training programs. He 


‘estimated that 100,000 women may take nurses’ aid courses. 


On the blood program, General Marshall reported that cooper- 
ation had been pledged by the American Medical Association, 
American Association of Blood Banks and American Hospi- 
tal Association. Spelling out Red Cross _ responsibilities, 
Mr. Symington said the organization would be expected to 
coordinate every phase of the blood program—“recruitment of 
donors and collecting, storing, processing and preparation for 
shipment of blood and blood derivatives.” 

Dr. Ross T. McIntire, director of the Red Cross blood pro- 
gram, made an appeal for all-out help from every organiza- 
tion interested in the collection of blood. “We look to the 
medical profession for strong support,” he said. “This is 
something bigger than we have ever undertaken before. If 
we are to succeed, we can do so only with the wholehearted 
cooperation of individual physicians. Up to now we have met 
all demands, but there is a long pull ahead.” 

Mr. Symington also pointed out that “cooperation of non- 
Red Cross blood banks and of professional organizations is 
necessary. Working together, these organizations and 
agencies should expand present facilities, establish new ones 
where needed and develop a nationwide blood program adequate 
to meet either peacetime or ,wartime needs.” He underscored 
the dominant role of the Red Cross by repeating that it is 
this agency “to which NSRB looks to secure this cooperation.” 
The Public Health Service has offered to handle the licensing 
of blood banks. 








50 


—aon 4 OS 


—_— == to 











Votume 144 
NuMBER 6 


471 


GOVERNMENT SERVICES 


Army 


Cortisone and Acth for Certain Hospitals 


Cortisone and pituitary adrenocorticotropic hormone (ACTH) 
will shortly be made available in Korea and elsewhere in the 
Far East and European commands, Major Gen. R. W. Bliss, 
the Surgeon General, announced September 11. Seven Army 
hospitals in the United States and one in Hawaii also will be 
issued limited quantities. The Surgeon General’s instructions 
limit the use of these drugs to certain selected cases. They 
will not now be made standard items of supply in the Army. 
Hospitals authorized the use of cortisone and ACTH will estab- 
lish boards of physicians to rule on the cases warranting the 
administration of these drugs. An abstract of the clinical record 
of each case will be sent to the Surgeon General’s Office for 
review. The hospitals which will receive supplies of the drugs 
are Army and Navy General Hospital, Hot Springs, Ark.; 
Brooke Army Hospital, Fort Sam Houston, Texas; Fitz- 
simons Army Hospital, Denver; Letterman Army Hospital, 
San Francisco; Madigan Army Hospital, Tacoma, Wash.; 
Walter Reed Army Hospital, Washington, D. C.; William 
Beaumont Army Hospital, Fort Bliss, Texas, and Tripler 
Atmy Hospital, Hawaii. 


Appointment of Woman Doctors as Reserve Officers 


Appointment and assignment to active duty as reserve officers 
of women physicians, dentists and allied specialists has been 
authorized, it was announced by the Department of the Army. 
The women Medical Service Corps reservists will be brought 


on duty under regulations currently providing for the com-' 
missioning of male officers in these corps. As reserve officers _ 


on active duty, these women will be given opportunities for 
clinical practice and advancement which are now available to 
male officers in comparable grades, the Surgeon General of the 
Army said. Appointments will be in grades from first lieutenant 
to colonel, depending on age, experience and professional quali- 
fications. The pay, allowances, dependency and retirement 
benefits which accrue to male officers will apply to the women 
medical reservists. ‘Women physicians and dentists will also 
draw the $100 a month professional pay allowed above the base 
pay of their commissioned rank. They will be eligible for 


Air 
Dr. Chinn Awarded Medal 


Dr. Herman I. Chinn, chief, Department of Pharmacology, 
School of Aviation Medicine, Randolph Field, Texas, has been 
named winner of the 1950 Wellcome Medal and Award. by the 
Association of Military Surgeons of the United States. The 
prize, $500 in cash, a silver medal and scroll, is awarded each 
year by the association for the most useful original investigation 
in military medicine. The award to Dr. Chinn was for his 
paper “Motion Sickness in Military Service,” which was based 
on studies made at the School of Aviation Medicine over a 
period of years. Dr. Chinn, a major in the air force reserve, 
is a native of Connellsville, Pa. He received his Ph.D. degree 
at Northwestern University in 1938 and remained there as an 
instructor in biochemistry until entering the Army in 1942. 
He came to the School of Aviation Medicine in 1947. 


Move Part of Aviation School 


The Air Force School of Aviation Medicine at Randolph 
AFB, Texas will be divided into two sections, with the bulk 
of its training functions to be carried out at Gunter, Air Force 
Base, Alabama. Headquarters of the school, all research 
activities and the training of flight surgeons and aviation medi- 


service in every type of military medical facility, with the 
exception of forward medical installations in combat zones. 
General Bliss said his office had received numerous letters during 
the past year from women physicians desiring military service. 


Involuntary Recall of Women Specialists 


The Department of the Army announces that 145 Women’s 
Medical Specialist Corps Reserve officers in the grades of 
lieutenant and captain will be ordered to active duty with or 
without their consent. This total includes 70 dietitians, 40 
physical therapeutists and 35 occupational therapeutists. WMSC 
Reserve officers in certain types of activities will not be called 
to active duty in this initial recall program. Those who are 
pursuing a full time course of instruction on a university level 
will be deferred until completion of the current academic year. 
Others to be deferred are reservists who hold key administra- 
tive or teaching positions in institutions conducting training 
courses in the three specialties and reservists whose entry on 
active duty might jeopardize the health of the community in 
which they are employed. Members of medical reserve units 
are subject to recall individually if their respective units have 
not yet been alerted for active duty. 

Army Area commanders have been advised that selections 
should be made when feasible from among reserve officers who 
have not had previous military service or from those with the 
shortest prior tours of duty. Commanders have also been urged 
to enlist the cooperation of professional associations in deter- 
mining selections for active duty. Women’s Medical Specialist 
Corps reserves with dependents under 18 years of age are not 
eligible for active duty and are being separated from the 
Officers’ Reserve Corps. 


Personal 


Dr. Jean Delville, chief of the Laboratorie de Bacteriologie, 
Elizabethville, Belgian Congo, recently arrived at the Army 
Medical Service Research and Graduate School, Army Medical 
Center, to study virus and Rickettsia diagnostic technics. 
He has been sent ‘to the United States by the Belgian Colonial 
Office. 


F orce 


cal examiners will continue at Randolph, while flight nurse 
and all airman training will be transferred to Gunter; also 
to be conducted at Gunter is an officer indoctrination course set 
up especially for all categories of officers just entering the 
Air Force Medical Service. The School of Aviation Medicine 
dates from Oct. 18, 1917. In 1919 a school to train flight 
surgeons was added to its activities, and the following 
November it was moved to Mitchel Field, Long Island, N. Y. 
Not until 1921 was it officially designated as the School of 
Aviation Medicine. In 1926 the school was moved to Brooks 
Field, Texas, and on to its present headquarters at Randolph 
in 1931. 


Personal 


Brig. Gen. Otis O. Benson Jr., commandant, School of 
Aviation Medicine, Randolph Field, Texas, has been decorated 
by the French Government with the Croix de Guerre with 
palms. General Benson was surgeon of the Fifteenth Air Force, 
with headquarters at Bari, Italy, and later was surgeon of the 
Mediterranean Theater Air Forces. He had previously served 
with the North African Air Force and with the Eighth Air 
Force in England. 
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Public Health Service 


Meeting on Civil Defense Planning 


The forty-ninth annual conference of administrators of state 
health programs has been called for October 23-27 by the 
Surgeon General of the Public Health Service, to be held in 
Washington, D. C. The annual meeting of the Association of 
State and Territorial Health Officers, which will also be held 
in Washington during the week of October 23, is expected to 
be one of the largest gatherings of public health administrators 
ever held there. The meeting called by the Surgeon General 
will deal chiefly with the health and medical aspects of civil 
defense planning, but the program will also include two days 
of scientific sessions at the National Institutes of Health, 
Bethesda, Md. 

Speakers on civil defense will include Dr. Leonard Scheele, 
the Surgeon General, Dr. Norvin Kiefer, director of Health 
Resources of the National Security Resources Board, and 
Dr. Herman E. Hilleboe, New York State commissioner of 
health. Plans for action programs which can be recommended 
to the states will be formulated by the newly organized Civil 
Defense Committee of the Association of State and Territorial 
Health Officers. Members of this committee are Dr. Wilton L. 
Halverson, director of public health, Calif.; Dr. Roy L. Cleere, 
executive director, Department of Public Health, Colorado; 
Dr. Vlado A. Getting, commissioner of public health, Mass- 
achusetts; Dr. N. H. Dyer, state director of health, West 
Virginia; Dr. L. E. Burney, state health commissioner, Indiana ; 
Dr. R. H. Hutcheson, commissioner of public health, Tennessee, 
and Dr. F. C. Beelman, executive officer and secretary, Board 
of Health, Kansas. 


Conference on Cancer Tests 


A Conference on Cancer Diagnostic Tests will be held Octo- 
ber 14 at the Sheraton Hotel, Chicago. The conference is 
sponsored by the National Cancer Institute. Dr. J. R. Heller 
Jr., director of the institute, will open the conference. The 
meeting is organized into three panels and a summary. The 
chairman of the Panel on Blood Proteins and Cancer is Dr. G. 
Burroughs Mider, department of pathology of the University of 
Rochester, N. Y. Chairman of the Panel on Enzymes and Cancer 
is Dr. J. P. Greenstein, Biochemistry Section of the National 
Cancer Institute. Chairman of the Panel of the Immunologic 
Aspects of Cancer is Dr. Stuart W. Lippincott, department of 
pathology of the University of Washington. The summary will 
be made by Dr. J. E. Dunn, Field Investigations Section of the 
National Cancer Institute. A program for the evaluation and 
development of cancer diagnostic tests was begun two years ago 
by the National Cancer Institute. The conference will constitute 
a progress report on cancer diagnostic tests. 


New Director of Health Institutes 


Dr. William H. Sebrell has been appointed director of the 
National Institutes of Health of the Public Health Service, 
succeeding Dr. Rolla E. Dyer, whose retirement was effective 
October 1. Dr. Sebrell began his research career under Dr. 
Joseph Goldberger. He was appointed director of the Experi- 
mental Biology and Medicine Institute of the Public Health 
Service in 1948. Before that he was head of the Laboratory 
of Physiology. During World War II he was co-director, with 
M. A. Wilson of the United States Department of Agriculture, 
on the National Nutrition Program. He received his medical 
degree from the University of Viriginia. He has received the 
Mead Johnson Award of the American Institute of Nutrition 
and the Research Medal of the Southern Medical Association. 


Now a Part of the Military Services 


Surgeon General Scheele has announced that the Public 
Health Service has been designated by executive order of the 
President as a part of the military services. Commissions 
are available for qualified physicians and dentists in both the 


regular and reserve corps. Officers are needed for a variety 
of details, including the Coast Guard Medical Services, Marine 
Hospital Clinical Services, Public Health Administration and 
medical and allied scientific research; both domestic and 
foreign details are available. Dr. Scheele advises that the 
new federal! legislation making physicians and dentists liable 
for induction will not change the basic placement policies of 
the Public Health Service. Each volunteer for service will 
be eligible for the $100 per month “incentive pay.” Each 
officer will be carefully evaluated for specific type of assign- 
ment. Consideration for preference for type of detail consistent 
with present emergency needs of the service will be given. 
Inquiries should be directed to the Surgeon General, Public 
Health Service, Washington 25, D. C., Attention: Division 
of Commissioned Officers. 


Medical Internships Available 


The Public Health Service is offering 122 approved one year 
rotating internships in 11 of its Marine hospitals to begin July 1, 
1951. These internships are open to graduates of approved 
medical schools. Appointments are made on a competitive 
basis according to the Uniform Intern Placement Plan. Suc- 
cessful applicants must qualify for a commission as assistant 
surgeon in the Reserve Corps of the Public Health Service 
and express an intent to serve an additional year with the 
Public Health Service after completion of his internship. Fol- 
lowing internship there are many and various opportunities in 
the Public Health Service in practically all fields of medicine. 
In addition, the Public Health Service is the medical corps for 
the U. S. Coast Guard and supplies officers to the Point IV 
Program. Information may be obtained from the Public Health 
Service, Federal Security Agency, Washington 25, D. C, 
Attention : Chairman, Committee on Residencies and Internships. 


Advanced Training for Greek Physicians 


Fourteen Greek health workers have arrived in the United 
States for one year of advanced training under programs super- 
vised by the Division of International Health of the Public 
Health Service. Among them are: 

Dr. Emmanuel Andreadis, director, Health Center of Samos, Vathy 
Samos, to study public health administration at Harvard University. 

Dr. Nikon Belezos, assistant profesor of dermatology, University of 
Athens, to study venereal diseases at Johns Hopkins Hospital. 

Dr. Paul D. Kapalas, Ministry of Hygiene, Athens, to study public 
health administration at Yale University. 

Dr. Nikolaus Klissiunis, professor of pharmacology, University of 
Salonica, to study administration of medical schools at Columbia Uni- 
versity. 

Dr. Chrysostoms Theodorides, to study hospital administration, Graduate 
School of Public Health, University of Pittsburgh. 

Dr. Sotirios Tsouras, to study advanced anatomy and methods of teach- 
ing, University of Michigan. 

Dr. Anastasios Zairis, to study public health administration at the Uni- 
versity of North Carolina. 


Personal 


Dr. Vincent E. Price, head of the Enzyme Unit of the Bio- 
chemistry Section of the National Cancer Institute, has accepted 
a one year appointment to the University of Copenhagen Insti- 
tute of Cytophysiology, Denmark. Dr. Price will study certain 
enzymes involved in the metabolism of nucleic acids with Dr. 
Herman Kalckar, chief biochemist at the Institute of Cyto- 
physiology. 

Dr. Oswald F. Hedley, director, Public Health Division, 
ECA Mission to Greece for two years, has returned to the 
United States, and Dr. Robert L. Cherry, former deputy director 
of the division, has been named director. Another change is 
the appointment of Dr. Charles H. Fish to replace Dr. Gerald 
R. Clark, who has returned to the United States to accept a 
fellowship at the Harvard University School of Public Health. 
Dr. Fish was formerly in charge of the Tuberculosis Unit of 
the Communicable Disease Center of the Public Health Service. 
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Veterans Administration 


Physicians Urgently Needed 


Physicians trained and experienced in tuberculosis, or desiring 
experience and training in tuberculosis, are urgently needed by 
the Veterans Administration for assignment at the following 
stations : 

Montrose, N. Y. 
Oteen, N. C. 
Memphis, Tenn. 
Jackson, Miss. 
Louisville, Ky. 
Brecksville, Ohio 
Walla Walla, Wash. 


Livermore, Calif., 

Los Angeles, Calif. 
Outwoed, Ky. 

Rutland Heights, Mass. 
Atlanta, Ga. 

Downey, IIl. 

Knoxville, lowa 
Whipple, Ariz. 


Physicians trained and experienced in psychiatry or neurology, 
or desiring experience and training in psychiatry or neurology, 
are urgently needed by the Veterans Administration for assign- 
ment at the following stations: 


Chillicothe, Ohio 
Lebanon, Pa. 
Danville, Ill. 
Marion, Ind. 
Tomah, Wis. 

St. Cloud, Minn. 
Fort Mead, S. D. 
Togus, Maine 
Lexington, Ky. 


American Lake, Wash. 
Roseburg, Ore. 
Sheridan, Wyo. 

Fort Lyon, Colo. 
Knoxville, lowa 
Waco, Texas 
Murfreesboro, Tenn. 
Augusta, Ga. 

Gulfport, Miss. 


Persons interested should contact the manager of the VA 
hospitals in which they are interested. VA hospitals are named 
after the cities indicated, and a letter addressed, for example, 
to the manager, VA Hospital, Los Angeles, Calif., will reach 
the proper person. 


Residencies in Psychiatry and Neurology 


Applications are invited for appointments as resident in psy- 


chiatry in the hospitals and clinics of the Veterans Adminis- , 


tration in Metropolitan Boston. This is an associated three 
year program offered at the Cushing VA Hospital, Framing- 
ham, the VA Hospital, Bedford, the VA Hospital, West Rox- 
bury, and the VA Mental Hygiene Clinic, Boston. Affiliations 
for Child Psychiatry are in effect with the Children’s Service 
of Massachusetts General Hospital, the James Jackson Putnam 
Children’s Centre and the Habit Clinic. The entire program 
is under the supervision of the Deans Subcommittee on Neuro- 
psychiatry, composed of the professors of psychiatry at Boston 
University, Harvard and Tufts College Medical Schools. 
Appointments are made for one year (on July 1 and at such 
other times as vacancies exist), renewable for a total of three 
years. The services are rotating and include one year of closed 
ward psychiatry and six months each of open ward psychiatry, 


outpatient psychiatry, psychosomatic medicine or child psy- 
chiatry, and neurology. Arrangements can be made (inde- 
pendently, by the resident) for training in psychoanalytic 
psychiatry at the Boston Psychoanalytic Institute. Applications 
are invited also for appointments in neurology. The full train- 
ing here is offered at Cushing VA Hospital. The stipend is 
$2,400, $2,700 and $3,000, for first, second and third years, 
respectively. For information write to Dr. Jackson M. Thomas, 
311 Beacon St., Boston 16. 


Twelve New Veterans Hospitals 


The Veterans Administration announces that six new hos- 
pitals will open their doors to veteran-patients by the end of 
September, setting a new record for activation of VA installa- 
tions. Totaling 1,450 beds, the hospitals are located in Saginaw, 
Mich.; Marlin, Texas; Grand Island, Neb.; Spokane, Wash.; 
Shreveport, La., and Altoona, Pa. The new hospital beds come 
at a time when they are particularly needed, a spokesman for 
VA said. The six new hospitals represent half of the dozen 
hospitals VA expects to open before the end of the year. The 
remainder have a total of 2,075 beds. The six hospitals to be 
opened during October, November and December include a 500 
bed hospital at Little Rock, Ark. and a 475 bed hospital in 
Wilkes-Barre, Pa., both to open in October; a 200 bed hos- 
pital in Beckley, W. Va., a 500 bed hospital in Omaha, Neb., 
a 200 bed hospital in Poplar Bluff, Mo., and a 200 bed hospital 
in Clarksburg, W. Va., all expected to admit their first patients 
before December 31. 


Personals 
Dr. Paul C. Bruce, formerly clinical director of the VA hos- 


. pital in Kerrville, Texas, takes over as manager and chief of 


professional services of the Excelsior Springs hospital, repiac- 
ing Dr. Carrol More, who retired for disability August 31. 

Dr. Seymour Fisher, previously chief of professional services 
at the VA hospital in Fort Benjamin Harrison, Ind., will assume 
the duties of manager and chief of professional services at the 
Phoenix, Ariz., hospital. Dr. Roy A. Gunter, acting manager 
of the Phoenix hospital, will go to the VA hospital in Whipple, 
Ariz., as chief of professional services. 

Dr. Harry M. Tiebout of Greenwich, Conn., addressed the 
hospital staff of the Veterans Administration Hospital, North- 
port, N. Y., on Sept. 14, 1950, on the chronic alcoholic patient. 


Miscellaneous 


“Atomic Furnace” Begins 
Operating at Brookhaven Laboratory 


The nation’s most powerful research reactor began operating 
August 22 at the Brookhaven National Laboratory, nuclear 
research center supported by the Atomic Energy Commission. 
The “atomic furnace,” at its designed power level, will develop 
heat at a rate several times that of the AEC reactor at Oak 
Ridge National Laboratory, Tenn. Its primary purpose is to 
produce neutrons for scientific experimentation. The layout of 
the reactor and its equipment are designed to accommodate a 
larger number ef simultaneous neutron-using experiments than 
are possible with any other known reactor. The building of the 
Brookhaven reactor was proposed in 1946 by nuclear scientists 
in the northwestern part of the United States, who urged the 
government to sponsor important new research facilities for 
peacetime pursuit of fundamental knowledge in the field of 
atomic energy. To negotiate a contract with the government, 
a nonprofit organization, Associated Universities, Inc., was 
formed by nine eastern universities, Columbia, Cornell, Har- 
vard, Johns Hopkins, M.I.T., Pennsylvania, Princeton, 
Rochester and Yale. Dr. Frank D. Fackenthal, former acting 


president of Columbia University, is president of AUI. The 
radioisotopes produced in the Brookhaven reactor will be used 
extensively by the laboratory’s own scientists. Chemists expect 
to learn more about molecular structure, biologists about life 
processes and medical specialists about new methods of diagnosis 
and treatment of various diseases of patients in the laboratory’s 
research hospital. Some special types of radioisotopes will also 
be furnished to universities and hospitals, especially in the 
Northeast, and eventually to industry, agriculture and other 
users. 


Dr. Sadusk Named Consultant 
to Committee on Medical Sciences 


Dr. Joseph F. Sadusk Jr., of Oakland, Calif., bas been 
appointed a consultant to the Committee on Medical Sciences 
of the Research and Development Board, Department of Defense. 
He is on the clinical faculty at Stanford University and is a 
consultant to the Oakland Veterans Administration Hospital. 
During World War II, he was executive officer of the U. S. 
Typhus Commission. 
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MEDICAL NEWS 


(Physicians will confer a favor by sending for this department items of news of general 
interest: such as relate to society activities, new hospitals, education and public 
health. Programs should be received at least two weeks before the date of meeting.) 


ARKANSAS 

Pediatric Postgraduate Course.—A postgraduate course in 
pediatrics will be given at the University of Arkansas School 
of Medicine in Little Rock, November 6-7. The course is 
sponsored by the pediatric department of the School of Medicine, 
Maternal and Child Health Division of the State Board of 
Health and the Arkansas Medical Society. Interested phy- 
sicians, nurses and public health workers are invited to attend. 
No fee will be charged. 

ILLINOIS 

Cancer Society Aids State Control Program.—Grants 
totaling $176,714 have been approved by the Illinois Division of 
the American Cancer Society to carry on its cancer control 
program in this state. Seven Chicago hospitals and clinics will 
receive $33,680. Other allocations, totaling $143,034, will be 
distributed among the organization's 59 downstate and metro- 
politan Chicago chapters to continue existing projects. These 
include the maintenance of 21 cancer information centers and 
expansion of visiting nurse service for indigent cancer patients in 
15 Illinois areas. The grants are the first to come from the 
division’s 1950 fund-raising compaign, which collected $783,071. 


Chicago 

The Abt and Hess Lectures.—Dr. Robert E. Gross, Ladd 
professor of children’s surgery, Harvard Medical School, Bos- 
ton, will give two lectures in Chicago under the auspices of Phi 
Delta Epsilon fraternity. On October 17 he will present the 
Isaac A. Abt Lecture at Thorne Hall, Northwestern University 
Medical School, on “Surgery for Congenital Cardiovascular 
Anomalies,” and on October 18 he will deliver the Julius H. 
Hess Lecture at the University of Illinois College of Medicine 
on “Surgery in the Early Months of Life.” 

New Interns and Residents Building.—Cornerstone-laying 
ceremonies were held at Cook County Hospital, Chicago, on 
September 28 for the new interns and residents dormitory build- 
ing. Provision is made in the foundation and structure for an 
additional wing of 100 rooms when required. The erection of 
this building will release space for 200 additional hospital beds 
and an enlarged x-ray department to serve the patients, when 
the interns and residents move from the main hospital building 
to the new structure. 

Research in Aviation Medicine.—Three research studies 
in aviation medicine will be undertaken this fall by the Univer- 
sity of Illinois Coliege of Medicine for the U. S. School of 
Aviation Medicine at Randolph Field, Texas. The Air Force has 
awarded grants of $38,705. Dr. Andrew C. Ivy has received 
a $17,200 grant in support of research on the mechanism and 
effects of aeroembolism. An investigation to determine the effects 
of altitude stress in subjects with impaired cardiorespiratory 
function will be undertaken by Dr. Robert W. Keeton. He will 
receive $14,375 for the study. The effect of altitude on intra- 
abdominal lesions will be studied under the supervision of Dr. 
Warren H. Cole. The grant for this research amounts to $7,130. 

Hematology Research Fellowships.—The Hematology 
Research Foundation has announced the recipients of three 
fellowships : The Ruth Berger Reader Fellowship to Dr. Fern L. 
Stevenson at Hektoen Institute for Medical Research, Cook 
County Hospital; the Robert L. Goldblatt Fellowship to Dr. 
Abe Oyamada at Mount Sinai Hospital, and the Dr. Raphael 
Isaacs Fellowship to Dr. Aaron M. Josephson at Michael Reese 
Hospital. The Hematology Research‘ Foundation also awards 
grants and for the past four years has furnished considerable 
support for the Hematology Research Laboratory of Michael 
Reese Hospital. Headquarters for the foundation are at 72 East 
llth Street. 

Heart Association to Build Exhibit—A comprehensive 
educational exhibit on the heart and circulation will be built in 
the Museum of Science and Industry by the Chicago Heart 
Association. The exhibit will present dramatically the story of 
the human heart, how it works and what it does. The Museum 
of Science and Industry is visited by nearly 2,000,000 persons 
annually. Space totaling 5,500 square feet, on the second floor 


adjacent to the “Miracle of Growth” and other medical exhibits, 
is being made available by the museum without cost. The 
Illustration Studios of the University of Illinois College of 
Medicine, under the direction of Mr. Thomas S. Jones and 
Miss Ruth Coleman, have been commissioned to prepare the 
exhibit, completion of which will take about two years. Dr. 
George E. Wakerlin is chairman of the Chicago Heart Asso- 
ciation’s exhibit committee. Displays will appeal to the personal 
motivation of each age group in the potential audience. 

New Laboratories at Loyola.—A radioisotope laboratory 
equipped with high radioactive material is to be constructed at 
the Stritch School of Medicine of Loyola University; other 
projects under construction are an air-conditioned animal room, 
a protein enzyme laboratory for the chemistry department, a low 
level radioactive research laboratory for use by the physiology 
department and a 250 volt x-ray therapy unit. A lead-lined 
therapy radiation room for study of radiation om animals and 
animal tissue will be an adjunt of the x-ray therapy unit. These 
new laboratories will be constructed of stainless steel so that an 
entire room and its equipment may be dismantled and removed 
later to the new building which Loyola plans to erect for its 
medical and dental schools. The university, in the midst of a 
fund-raising campaign for the new structure, has raised almost 
$4,000,000 of the $5,750,000 anticipated cost of the building. Con- 
struction of the new medical-dental building will start when the 


goal is reached. 
LOUISIANA 

Annual Graduate Clinic.—The Browne-McHardy Clinic, 
New Orleans, will hold its first annual graduate clinic on 
November 18 in conjunction with Tulane University Home- 
coming and the Tulane-Virginia Football game. The program 
will be held at the clinic building, 3636 St. Charles Avenue, 
from 9:30 to 11:30 a.m. Guest speakers will include Dr. J. 
Arnold Bargen, professor of medicine, Mayo Foundation, Uni- 
versity of Minnesota, Rochester, and Dr. Robert G. Heath, 
chairman, department of psychiatry, Tulane University of 
Louisiana School of Medicine, New Orleans; Drs. Bargen and 
Heath will participate in a symposium on chronic ulcerative 
colitis. Physicians and medical students are invited. 


MINNESOTA 

Rigler Lecture.— Dr. Knut Lindblom of the Karolinska 
Institute in Stockholm, Sweden, will give the annual Leo G. 
Rigler lecture in radiology at the University of Minnesota, 
Minneapolis, November 2 at 8:15 p. m. in the amphitheater of 
the university medical sciences building. The lecture on “Back- 
ache” will be given in connection with a course in neuroradiology 
October 30 through November 3 at the University Center for 


Continuation Study. 
NEBRASKA 

University Appointments.—The University of Nebraska 
College of Medicine, Omaha, has made the following appoint- 
ments in the department of obstetrics and gynecology: Dr. 
Lester D. Odell, Chicago, as professor and chairman of the 
department, and Dr. Ralph Luikart, Omaha, as associate pro- 
fessor of the department. Dr. William L. Rumbolz, Omaha, and 
Walter T. Cotton, Iowa City, have been made instructors and 
Dr. Leland J. Olson, Omaha, clinical assistant in the department. 


NEW YORK 
General Practice Assembly.—The Nassau County Chapter 
of the American Academy of General Practice will hold its first 
annual scientific assembly in Garden City Hotel, Garden City, 
Long Island, on November 15. Registration begins at 9:15 
a.m. The speakers will be: 


Maurice Bruger, New York, Probable Role of Cholesterol in Athero- 
sclerosis. ‘ 
Marion B. Sulzberger, New York, Notes About Dermatology Which 

May Prove Useful to the Nonspecialist. 
Perrin H. Long, Baltimore, Clinical Use of Antibiotics. 
Philip Thorek, Chicago, The Acute Abdomen. 


All physicians may attend. 
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County Society Lectures.—The Medical Society of the 
State of New York in cooperation with the New York State 
Department of Health has arranged the following lectures for 
county societies: The Ulster County Medical Society on 
October 10 at 9:00 p. m. at the Hercules Powder Plant, Port 
Ewen, will hear Dr. Thomas I. Hoen, New York, speak on 
“Peripheral Nerve Surgery.” On the same day at 5:00 p. m. 
the Herkimer County Medical Society will hear Dr. Frederic 
D. Zeman, New York, on “Common Clinical Errors in the Care 
of the Elderly Patient,” at the Prospect Hotel, Herkimer. The 
Greene County Medical Society will hear Dr. Linn J. Boyd, New 
York, on “Diagnosis and Treatment of Pulmonary Embolism” 
on October 10 at 9:00 p. m. in the Walters Hotel, Cairo. The 
Medical Society of the County of Washington on October 19 at 
8:00 p. m. will hear Dr. G. Gowing Broad, Syracuse, speak 
on “Proctology” at the Hotel Kingsbury, Hudson Falls. On 
October 16 at 8:30 p. m. Dr. Count D. Gibson Jr., New York, 
will speak on “Treatment of Pneumonia” before the Geneva 
Academy of Medicine at the Belhurst Restaurant, Geneva. Dr. 
Henry T. Randall, New York, will speak on “Electrolyte and 
Blood Volume Studies in Surgical Patients” before the Jefferson 
County Medical Society on October 17 at 6:30 p. m. at the 
Black River Valley Club, Watertown. The Fulton County 
Medical Society will hear Dr. Adolph R. Berger, New York, 
speak on “Diagnosis and Treatment of Rheumatic Fever and 
Rheumatic Heart Disease” on October 19 at 9:00 p. m. at the 
Eccentric Club in Gloversville. 


New York City 

Appointment in Medical Statistics—Dr. Donald Main- 
land, professor of anatomy, Dalhousie University, Faculty of 
Medicine, Halifax, Nova Scotia, has been appointed professor 
of preventive medicine in charge of medical statistics at New 
York University College of Medicine. Dr. Mainland is at 
present engaged in research on the relation of aging to changes 
in bones and joints. He has served as a member of several 
advisory committees of the National Research Council of 
Canada, and his publications include a textbook of anatomy and 
two books on statistical methods in medical research. Dr. 
Mainland received his M.B. and Ch.D. degrees at the University 


of Edinburgh in 1925 and was a demonstrator in anatomy and . 


research fellow at the same university from 1925 to 1927; 
from 1927 to 1930 he was an assistant professor of anatomy at 
the University of Manitoba. He received the Sc.D. degree 
from the University of Edinburgh in 1931. 


NORTH CAROLINA 


Personal.—Dr. Kenneth M. Brinkhous, professor of pathol- 
ogy, University of North Carolina School of Medicine, Chapel 
Hill, attended the International Physiological Congress in 
Copenhagen, Denmark, and the International Hematological 
Congress in Cambridge, England, during August. At the latter 
congress he read a paper on hemophilia. 

University News.—New appointments to the staff of the 
University of North Carolina School of Medicine, Chapel Hill, 
include: J. Logan Irvin, Ph.D., and Carl E. Anderson, Ph.D., 
associate professors of biological chemistry; John E. Wilson, 
Ph.D., assistant professor of biological chemistry; George P. 
Manire, assistant professor of bacteriology, and Jack H. Brown, 
assistant professor of physiology. 

Progress has been made in development of the. new State 
University Medical Center. The 400 bed general hospital, 
begun in October 1949, is one-third completed. Contracts for 
nurses’ instructional building and dormitory, the intern and 
resident staff building, a 100 bed tuberculosis unit, a wing to the 
present medical building and a cancer research floor to the out- 
patient clinic building (made possible by a grant of $200,000 
from the U. S. Public Health Service) will be let before the 
end of 1950. 

Elizabeth L. Kemble assumed her duties as dean of the new 
School of Nursing on August 1. Dr. Robert R. Cadmus, recently 
assistant director of the University Hospitals in Cleveland, 
became director of the University Hospital on September 1. 


OKLAHOMA 
Dr. Reifenstein to Direct Research Institute.—Dr. 
Edward C. Reifenstein Jr. of New York City has been named 
director of the Research Institute and Hospital of the Oklahoma 
Medical Research Foundation, effective November 1. The 


$1,000,000 Research Institute Building was completed September 
1. A $250,000 Research Hospital wing, now under construction, 
will be completed early in 1951. The activities of the Oklahoma 
Foundation, established through contributions by more than 
7,500 state citizens, will be principally in the field of gerontology. 
The institute is adjacent to the University of Oklahoma School 
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of Medicine in Oklahoma City. Dr. Reifenstein spent six years 
with Dr. Fuller Albright at Massachusetts General Hospital in 
Boston doing research in endocrinology and metabolic bone 
disorders. Since 1946 he has been in New York. He was 
clinical endocrinologist at the Sloan-Kettering Institute of the 
Memorial Hospital Cancer Center. For the past four years he 
also has been consultant of the medical and research division 
of Ayerst, McKenna & Harrison, Limited, of Montreal and 


New York. 
PENNSYLVANIA , 

Cancer Detection Centers——The Lancaster County Unit 
of the American Cancer Society has set up a cancer detection 
center to provide patients with facilities for a thorough physical 
examination. Centers are being set up in St. Joseph’s and 
Philadelphia General hospitals and in the offices of cooperating 
physicians. The center at St. Joseph’s Hospital was placed in 
operation August 28. Twenty-seven doctors of Lancaster and 
44 in the county have joined the society’s campaign to make 
“every doctor’s office a cancer detection center.” Those unable 
to afford an examination can obtain authorization for one 
through the local cancer society headquarters. 


Philadelphia 

Personal.—Dr. George H. C. McKeown has been appointed 
medical administrator of Sharp & Dohme, Inc., succeeding Dr. 
J. William Crosson, resigned. Dr. McKeown was appointed 
associate medical director of Schenley Laboratories; New York, 
in 1945 and joined Ayerst, McKenna & Harrison, New York, 
in 1947 as assistant medical director. 

Questionnaire to Evaluate Medical Personnel.—The 
Philadelphia County Medical Society has mailed a detailed 
questionnaire to every physician in the city to evaluate the 
available medical personnel for use with the city’s civil defense 
service. The questionnaire is also being used by a number of 
adjacent county societies and has been approved by the National 
Security Resources Board in Washington and the Council on 
Emergency Medical Service of the American Medical Associa- 
tion. Provided they have no other specific civil defense duties, 
physicians will be given definite assignments to other existing 
organizations, the official County Defense Council, the Red 
Cross, the volunteer Medical Reserve Corps and hospitals. The 
questionnaire includes name and address, training, experience 
in treating mass casualties, hospital and teaching appointments, 
government employment, war service, transportation available, 
knowledge of foreign language, and experience in taking blood 


for transfusions. 
TENNESSEE 

Hospital News.—Ground was broken for the new Le Bon- 
heur Children’s Hospital at Memphis in July. The 100 bed hos- 
pital will be built. at,a cost of $2,150,000. Funds are being 
supplied by the federal government, the state and the hospital. 

State Association Field Secretary.—The Tennessee State 
Medical Association has employed Mr. Ed Bridges, formerly 
director of public relations for the Medical Association of 
Georgia, as public service director and field secretary. 

Personals.—Carl E. Hookings, formerly of the department of 
health of the Province of Ontario, Canada, has joined the 
faculty of the Division of Preventive Medicine, University of 
Tennessee College of Medicine, as assistant professor. He will 
also direct the Maternal and Child Hygiene Division of the 
Memphis and Shelby County Health Department——John L. 
Wood, Ph.D., associate professor of chemistry at the University 
of Tennessee College of Medicine in Memphis, has been advanced 
to professor. Dr. Wood joined the faculty of the chemistry 
department in September 1946. 


TEXAS 
Pediatric Society Meeting.—The Texas Pediatric Society 
will hold its fall clinical meeting on October 6-7 at the Black- 
stone Hotel, Fort Worth, under the presidency of Dr. John E. 
Ashby, Dallas. Guest speakers on the program include: 
William A. Reilly, Little Rock, Ark., Childhood Hypothyroidism—lIts 
Genesis. 
Harry Bakwin, New York, Etiology of Behavior Problems in Children, 
Charles C. Morris II, Galveston, Newer Insight into Problems of 
Eczema and Allergy. 
Gladys J. Fashena, Dallas, Management of Acute Renal Insufficiency. 
Russell J. Blattner, Houston, Treatment of Reticuloendotheliosis. 
The banquet will be Friday evening at 7:30 in the Venetian 
Ball Room. Doctors who are not members of the Texas 
Pediatric Society will pay a registration fee of $10, which 
includes ail sessions and luncheon and banquet tickets for one 


person. 
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Red Cross Consolidates Publications.—With the July- 
August issue the Red Cross Courier will be discontinued aiter 
28 years ds the official organ of the American National Red 
Cross. Along with three other national publications, 7he 
Reporter, The Volunteer and Disaster, it is being discontinued 
to clear the way for a new official periodical which is expected 
to appear this fall. 

New UMW Area Medical Director.—Dr. John T. 
Morrison of Charleston, W. Va., who has served as United 
Mine Workers area medical administrator for two years, has 
been appointed assistant to Dr. Warren F. Draper, executive 
medical officer for the UMW Welfare and Retirement Fund. 
Before going to Charleston Dr. Morrison was associated with 
the Commonwealth Fund in New York. Dr. Edwin G. Riley, 
Bartow, Fla., who was formerly engaged in public health work 
in Florida, succeeds Dr. Morrison as UMW area medical 
administrator. 

Preventive Medicine Board Changes Fees.—The Ameri- 
can Board of Preventive Medicine and Public Health, Inc., will 
give its next examination in St. Louis immediately preceding the 
annual meeting of the American Public Health Association, 
October 28-29. At its meeting in Washington on August 11 the 
board voted to change the fees applicable to its examination so 
that for applications received on or after Jan. 1, 1951 the total 
fee for the application and examination will be $90. Applicants 
who have failed the examination may be reexamined on payment 
of an additional fee of $15. Applicants who have failed on two 
occasions may be reexamined for a third time on the payment 
of an examination fee of $25. Applicants who have failed on 
three occasions are not eligible for reexamination. 

Van Meter Prize Award.—The American Goiter Asso- 
ciation again offers the Van Meter Prize Award of $300 and 
two honorable mentions for the best essays submitted concern- 
ing original work on problems related to the thyroid gland. 
The award will be made at the annual meeting of the association 
in Columbus, Ohio, May 24-26, 1951, provided essays of 
sufficient merit are presented in competition. The competing 
essays may cover either clinical or research investigations; 
should not exceed 3,000 words in length; must be presented in 
English, and a typewritten, double spaced copy in duplicate 
sent to the Corresponding Secretary, Dr. George C. Shivers, 
100 East Saint Vrain Street, Colorado Springs, Colo., not later 
than March 1, 1951. 

Award for Research in Antibiotics—The Commercial 
Solvents Corporation and the Society of American Bacteri- 
ologists have established an annual award for outstanding 
research in the field of antibiotics. The award, $1,000 and a 
gold medal, will be given to an individual or a group working 
in the Western Hemisphere who contribute to the better under- 
standing of antibiotics. In selecting the winner particular atten- 
tion will be given to the basic nature of the research on which 
the award is made and its contribution to fundamental knowledge 
about antibiotics. The Commercial Solvents Award will be 
administered by the Society of American Bacteriologists. The 
recipient will be selected by a committee appointed by the presi- 
dent of the society. It is expected that the first award will be 
presented at the annual meeting in Chicago in May 1951. 

Arteriosclerosis Society Meets in Chicago.—The Ameri- 
can Society for the Study of Arteriosclerosis will hold its annual 
meeting at the Hotel Knickerbocker, Chicago, November 5-6, 
under the presidency of Dr. Irvine H. Page, Cleveland. Speak- 
ers from outside the United States include: 

John B. Firstbrook, Toronto, Canada, Factors Influencing the Athero- 

sclerotic Process. 

G. Lyman Duff and Gardner C. McMillan, Montreal, Canada, The 
Accumulation of Colloidal Thorium Dioxide in the Lesions of Experi- 
mental Cholesterol Atherosclerosis. 

Andrew L. Chute, J. L. Orr, Michael J. O’Brien and Eric E. Jones, 
Toronto, Canada, Vascular Lesions in Alloxan Rats 

Rudolf Altschul, Saskatoon, Saskatchewan, Canada, White Blood Cells 
in Old Age and in Arteriosclerosis. 

James C. Paterson, London, Ontario, Canada, Medial Degeneration of 
the Coronary Arteries of Chickens: Lesion or Artefact? 

Terrence P. B. Payne and Dr. Duff, Montreal, Canada, Effect of Tween 
80 on the Serum Lipids and the Tissues of Cholesterol-Fed Rabbits. 

An informal dinner will be held at 7: 30 p. m. Sunday. 

Director of Graduate Training for Surgeons.—Dr. 
George W. Stephenson joined the staff of the American College 
of Surgeons on August 1 as assistant director in charge of the 
credentials department and the department of graduate train- 
ing in surgery. Dr. H. Prather Saunders, associate director, 
has been relieved of responsibilities in connection with creden- 
tials in order that he may devote his full time to work in 
arranging sectional meetings and in helping to organize new 
chapters of the college. Dr. Stephenson was engaged in the 
practice of surgery in Bloomington, IIl., from 1934 to Aug. 1, 
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1950, except for three years, 1942 to 1945, when he served in 
the Medical Corps of the United States Army in the Alaskan 
and the Mediterranean theaters. He was separated in October 
1945 with the rank of lieutenant colonel. He has been a fellow 
of the American College of Surgeons since 1940 and was certi- 
fied by the American Board of Surgery in 1946. From 1946 to 
date he has been a member of the board of directors of the 
Illinois Division of the American Cancer Society. 

Prevalence of Poliomyelitis.—Reports of cases of polio- 
myelitis for the periods indicated have been received from the 
National Office of Vital Statistics, U. S. Public Health Service. 

This is the eighteenth consecutive week for which an increase 
has been reported. The peak incidence of this disease is occur- 
ring later in 1950 than at any time during the past 20 years, 
with the exception of 1932. The cumulative total (18,403) for 
the current “disease” year remains well below the correspond- 
ing total (30,350) for last year, the highest on record. How- 
ever, this total is higher than it was in all other years during 
the past decade. 





























Week Ended 
“cent. 8, Ss Total* 5-Year 
Sept. 23, Sept. 24, ————+——_,_ Median, 
i9a0 Ge 1950 1949 104u-4N9 
United States Total......... 2,170 2,187 18,403 30,350 16,739 
New England States: 
BEBIRG ooo ccesececccccccccccss 6 24 50 BJ 31 
New Hampshire.............. ee 13 ll 160 21 
VOFMONE... oc. ccccccccccccecs 6 2 23 90 18 
Massachusetts 48 143 276 1,384 209 
Rhode Isiand... ° 7 1s 34 107 43 
Connecticut............. aon 32 32 265 419 Ww 
Middle Atlantic States: 
PRO WON a ws cnsccccccccccccce 336 288 2,211 4,071 879 
OT DO gnc 0 6osic 00s cdeeces 65 91 406 990 516 
errr 116 59 700 537 493 
East North Central States: 
GERGc .. 200% 143 125 797 1,335 736 
Indiana. 2 35 241 footy 27 
lilingis.... 132 135 1,02 2,310 709 
Michigan............ 138 165 8384 2,118 455 
Wicscdscncscceess we 77 87 439 735 B24 
West North Central States: 
tee , 40 121 293 1, 439 781 
BBs occu cncte 137 44 809 863 372 
Missouri........ 37 b4 224 1 406 209 
North Dakota.... 2 16 24 411 of 
South Dakotua.... xe 16 18 85 267 181 
Nebraska......... tes 30 51 263 409 3.3 
Bi iccantendccesesccoccecs 28 32 292 561 224 
South Atlantic States: 
PE asecckcntcececcececs 4 oe bs) 36 36 
eee 71 18 349 138 64 
District of Columbia........ 16 3 133 69 69 
PE nihtctceetnéessce ves 75 1 &6 240 240 
West Virginia... 31 20 222 234 74 
North Carolina.. 53 7 489 154 Ww 
South Carolina. 17 5 339 73 ve) 
Georgia......... 30 4 238 138 110 
DUNEEEBs ceccccccsscecceeccccs 17 13 222 173 178 
East South Central States: 
Kentucky 40 47 457 465 88 
Tennessee... .. 27 22 372 414 282 
Alabama.... 7 8 207 183 155 
a cdccéotsccesenese 22 10 260 258 126 
West South Central States: 
ASRARBOS. cccccecescccsccccce 21 26 226 831 17 
Louisiana... 21 14 260 182 100 
Oklahoma... 16 43 390 1,043 286 
TOXAB... 20. ccccccovcccscccves 7 90 1,967 1,785 811 
Mountain States 
MEOMAOMG... 20 cccccccvsccccces 3 10 24 62 39 
Pic ws descesicecccessocccs 7 15 62 347 66 
ncaa cccnsccedccrcee ee 7 31 90 65 
SEDs wecnccteccesecccese 5 33 105 490 103 
Be Ok occ cvcaccccsess 3 ll 67 l4l 38 
BE Bc ccscccvsccesccescece 7 11 85 113 98 
WOE.s sce ccccecccscccccsccses 6 30 31 154 93 
BRB nc ccccsccccscccccctes oe ee 4 n 3 
Pacific States: 
Washington..............+++ 33 4 293 380 195 
QHOBOR A. 6. cccvcccccccesccess 40 13 224 147 4 
California... ........0s.ee00+ 85 122 1,061 1,399 1,399 


* Beginning with the twelfth week of each year. 

Life Expectancy Increased in 1949.—Expectation of life 
at birth among American wage earners and their families 
increased in 1949 to a new high of 67.7 years. This is based on 
the experience among the millions of industrial policyholders 
of the Metropolitan Life Insurance Company. The 1949 figure 
represents a gain of one-half year over that for 1948 and of 
fully five years over the 1939 figure. The average length of 
life is now about double that recorded among the insured during 
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the period 1879-1889. Both sexes shared in the increase in 
expectation of life in 1948-1949, with the gains slightly greater 
for females than males. “Females have consistently done 
better than males in adding to length of life,” the Metro- 
politan’s statisticians report. “In consequence, white girls at 
age five, for example, now have an advantage of 5.3 years in 
expectation of life over white males of the same age.” The 
improvement in longevity during recent decades has been sub- 
stantially greater in the industrial population than in the popu- 
lation as a whole. In 1911-1912 the expectation of life at birth 
among the industrial policyholders was 6.5 years below that 
for the general population; at present, both are on a par. 
Exchange Fellowships in Cancer Research.—British 
American Exchange Fellowships in Cancer Research of the 
American Cancer Society, awarded by the society on recom- 
mendation of the Committee on Growth of the National Research 
Council, are offered to citizens of the United States for advanced 
training and experience in Great Britain in specialized fields of 
investigation pertaining to cancer. Similar fellowships are 
awarded by the British Empire Cancer Campaign to British 
scientists for study in the United States. Fellowships are open 
to citizens of the United States who possess the degree M.D., 
Ph.D. or Sc.D. Applications should state the institution ‘where 
the fellow plans to work in Great Britain; the individual under 
whom the fellow desires to work; what problem he intends to 
investigate, and when he wishes to start. Fellowships will be 
awarded for one year, and the annual stipend will be £1,000 
($4,020). An allowance of $600 is made for travel to the site 
of the fellowship in Great Britain. University staff appointment, 
with teaching duties agreeable to the fellow, is permitted, pro- 
vided it is acceptable to the Committee on Grow th, the American 
Cancer Society and the British Empire Cancer Campaign. No 
other remunerative work will be permitted during the tenure of 
the fellowship. Application forms for British American 
Exchange Fellowships in Cancer Research may be procured 
from and submitted to the Executive Secretary of the Committee 
on Growth, Division of Medical Sciences, National Research 
Council, 2101 Constitution Avenue, Washington 25, D. C. Fel- 
lowships will be made effective at the convenience of the insti- 


tution and the fellow. 
CORRECTION 


Diabetic Neuritis.—Under this title in THe JourNnat July 1, 
1950, page 857, the last sentence in the second paragraph should 
have read “The spinal fluid characteristically shows an increase 

” instead of “no increase. 


American Board of Proctology.—The examination (part 
2) to be held by the American Board of Proctology in Philadel- 
phia November 11-12 will cover anorectal surgery and proc- 
tology rather than anorectal surgery alone as it has appeared 
in the last few issues of THE JOURNAL in the section on Medical 
Examinations and Licensure. 


Medical Examinations and 
Licensure 


COMING EXAMINATIONS AND MEETINGS 
EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BoaRD OF ANESTHESIOLOGY: Oral. Chicago, Oct. 8-11. 
Sec., Dr. Curtiss B. Hickcox, 745 Fifth Ave., New York 22. 

AMERICAN BoarD OF DERMATOLOGY AND SyPHILOLOGY: Oral. Detroit, 
Oct. 20-22. Sec., Dr. George M. Lewis, 66 East 66th St., New York 21. 

American Boarp oF INTERNAL MEDICINE: Written. Oct. 16. Asst. 
Sec., Dr. William A. Werrell, 1 West Main Street, Madison 3, Wis. 

American Boarp oF NEUROLOGICAL SuRGERY: Chicago, Oct. 20-21, 
1950. Applications no longer accepted. Sec., Dr. W. J. German, 789 
Howard Ave., New Haven, Conn. 

American Boarp oF INTERNAL MEDICINE: Oral, including sub-specialties, 
Oct. 26-28. Final date for “a 2 application was August 19. Oral, inciud- 
ing sub-specialties, Dec. 7-9 xecutive Secretary-Treasurer, Dr. ‘William 
A. Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN Boarp oF Osstetrics aNpD Gynecotocy: Part I, Written 
Examination and Review of Case Histories. Various locations. Feb. 2, 
1951. Final date for filing applications is Nov. 5. Sec., Dr. Paul Titus, 
1015 Highland Building, Pittsburgh 6, Pa. 

American Boarp oF OputHaLmMoLocy: Written. Various Centers, 
Jan. 5-6, 1951. Oral. Chicago, Oct. 2-6; San Francisco, March 11-15; 
New York, May 31-June 4; Chicago, October 1951. Sec., Dr. Edwin B 
Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN Boarp oF OTOLARYNGOLOGY: Chicago, Oct. 3-6, Jan. 8-11, 
1951. Sec., Dr. Dean M. Lierle, University Hospital, Iowa City. 

AMERICAN Boarp oF PatHoLocy: St. Lowis, Oct. 13-14. Sec. Dr. 
Robert R. Moore, 507 Euclid Ave., St. Louis 10. 

American Boarp oF Pepiatrics: Oral. Chicago, Oct. 13-15 and 
Boston, Dec. 1-3. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 
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American Boarp or Prastic Surcery: Houston, Nov. 30, Dec. 1-2. 
Sec., Dr. Bradford Cannon, 4647 Pershing Ave., St. Louis. 

American Boarp oF PREVENTIVE Mepicine AND Pustic Heattu: 
St. Louis, Oct. 28-29. Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St., 
Baltimore. 

American Boarp oF Proctotocy: Philadelphia, Nov. 11-12, Part II— 
Anorectal Surgery and Proctology. Sec.-Gen., Dr. Louis A. Buie, 102-110 
Second Ave., S.W., Rochester, Minn. 

AMERICAN Boarp oF Psycuiatry AND Nevrotocy: New York, Dec. 
18-19. Final date for filing applications was Sept. 1. Sec., Dr. Francis J. 
Braceland, 102-110 Second Ave., S.W., Rochester, Minn. 

AMERICAN Boarp oF RaptioLtocy: Chicago, Dec. 5-10. Quota of 
appointments already filled. Sec. Dr. B. R. Kirklin, Mayo Clinic, 
Rochester, Minn. 

American Boarp or Surcery: Written. Various Centers, Oct. 25. 
Written. Various centers, March 1951. Final date for filing applications 
is Dec. 1, 1950. Sec., Dr. J. Stewart Rodman, 225 South 15th Street, 
Philadelphia. 


Coming Medical Meetings 


American Academy of a and Otolaryngology, Palmer House, 
Chieago, Oct. 8-13. L. Benedict, 100 First Avenue Bidg., 
Rochester, Minn., B.D, 

American Academy of Pediatrics, Palmer House, Chicago, Oct. 16-19. 
Dr. Clifford G. Grulee, 636 Church St., Evanston, Ill, Secretary. 
American Association of Blood Banks, Stevens Hotel, Chicago, Oct. 12-14. 

Miss Marjorie Saunders, 3301 Junius, Dallas 1, Texas, Secretary. 

American Association of Medical Record Librarians, Somerset Hotel, 
Boston, Oct. 23-27. Miss Martha M. Bailer, 18 E. Division St., Chicago 
10, Executive Secretary. 

American Clinical and Climatological Association, Red Lion Inn, Stock- 
bridge, Mass., Oct. 17-19. Dr. James Bordley III, Mary Imogene 
Bassett Hospital, Cooperstown, N. Y., Secretary. 

American College of Surgeons, Boston, Oct. 23-27. Dr. Paul B. Magnuson, 
40 E. Erie St., Chicago 11, Secretary. 

American Public Health Association, Hotels Statler and Jefferson, St. 
Louis, Oct. 30-Nov. 3. Dr. Reginald M. Atwater, 1790 Broadway, New 
York 19, Executive Secretary. 

American Society for ee Study of Arteriosclerosis, Hotel Knickerbocker, 
Chicago, Nov. 5-6. . O. J. Pollak, Quincy City Hospital, Quincy 69, 
Mass., Secretary. 

American Society of ‘ea Houston, Texas, Nov. 7-10. Dr. J. 
Earl Remlinger Jr., Randolph St., Chicago 1, Secretary. 

—- Society of Clinical Pathologists, Drake Hotel, Chicago, Oct. 
7-21. Dr. Clyde G. Culbertson, 1040 W. Michigan St., Indianapolis 7, 
| 

American Society of Plastic and Reconstructive Surgery, Mexico City, 
Mexico, Nov. 27-29% Dr. Clarence R. Straatsma, 66 E. 79th St., New 
York City, Secretary. 

American Society of Tropical Medicine, Savannah, Ga., Nov. 6-9. Dr. 
Quentin M. Geiman, 25 Shattuck St., ton 15, Mass., Secretary. 

Association of American Medical Colleges, Lake Placid, N. Y., Oct. 22-25. 
Dr. Dean F. Smiley, 185 N. Wabash Ave., Chicago, Secretary. 

Association of Life Insurance Medical Directors of America, New York, 
Oct. 19-20. Dr. Henry B. Kirkland, P. O. Box 594, Newark 1, N. J., 
Secretary. 

Association of Military Segue of the United States, Hotel Statler, 
New York, Nov. 9-11. James M. Phalen, Armed Forces Institute 
of Pathology, W: adibiagen os, , Secretary. 

Association of State and Territorial Health Officers, Washington, D. C., 
Yet. 23-27. Dr. Leroy E. Burney, 1098 W. Michigan St., Indianapolis 
7, Secretary. 

Central Neuropsychiatric Association, Hollenden Hotel, Cleveland, Oct. 
13-14. Dr. Lee M. Eaton, 102 Second Ave., S.W., Rochester, Minn., 
Secretary. 

Central Society for Clinical Research, Drake Hotel, Chicago, Nov. 3-4. 
Dr. Kenneth G. Kohlstaedt, 960 Locke St., Indianapolis 7, Secretary. 
Gerontological Society, Inc., Chase Hotel, St. Louis, Nov. 12-13. Dr. 

Henry S. Sims, 630 W. 168th St., New York 32, Secretary. 

International College of Surgeons, United States Chapter, Cleveland Hotel, 
Cleveland, Oct. 30-Nov. 3. Dr. Arnold S. Jackson, 1516 Lake Shore 
Drive, Chicago, Executive Secretary. 

Interstate Postgraduate Medical Association of North America, Hotel 
Stevens, Chicago, Nov. 69. Dr. Arthur G. Sullivan, 16 N. Carroll St. 
Madison, Wis., Managing Director. 

National Gastroenterological Association, Hotel Statler, New York, Oct. 
9-1 Dr. Sigurd W. Johnsen, 1818 Broadway, New York 23, Secretary. 

Omaha Mid-West Clinical Society, Hotel Paxton, Omaha, Neb., Oct. 23-27. 
Dr. John M. Thomas, 1031 Medical Arts Bidg., Omaha 2, Secretary. 

Pennsylvania, Medical Society of the State of, Philadelphia, Oct. 15-19, 
Dr. Walter F. Donaldson, 500 Penn Ave., Pittsburgh 22, Secretary. 

Postgraduate Medical Assembly of South Texas, Shamrock Hotel, Houston, 
Texas, Nov. 20-22. Dr. Donald M. Paton, 229 Medical Arts Bidg., 
Houston, Secretary. 

Southern Medical Association, St. Louis, Nov. 13-16. Mr. C. P. Loranz, 
1020 Empire Bidg., Birmingham 3, Ala., Secretary. 

Southwestern Medical Association, Hotel Westward Ho, Phoenix, Ariz., 
Oct. 26-28. Dr. Wickliffe R. Curtis, First National Bank Bldg., El Paso, 
Texas, Secretary. 

Virginia, Medical Society of, Roanoke, Oct. 8-11. Mr. H. S. Johnson, 
1200 East Clay St., Richmond 19, Executive Secretary. 

Western Surgical Association, Minneapolis, Nov. 30-Dec. 2. Dr. Michael 
Mason, 154 E. Erie St., Chicago, Secretary. 


International Meetings 
International Association of Milk and Food Sanitarians, Hotel Dennis, 
Atlantic City, N. J., Oct. 13-16. Mr. George A. West, Rochester 
Health Bureau, Rochester 2, N. Y., Secretary. 
World Medical Association, Hotel Roosevelt, New York City, U. S. A, 
Oct. 16-20. Dr. Louis H. Bauer, 2 E. 103d St., New ork City 29, 
Secretary-General, 
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Corbusier, Harold pyee - Plainfield, N. J.; born in 
Camp Date Creek, Ariz., Jan. 1873; University of Michi- 
gan Department of Medicine ae Fa tS Ann Arbor, 1899; 
colonel, medical reserve, U. S. Army, retired ; an acting assistant 
surgeon of the United States Marine Hospital Service in 
1899; an army medical officer in the China Relief Expedition 
in 1900 and in the Philippine campaign; organized the medical 
units of the New Jersey National Guard and commanded them 
on the Mexican border in 1916; during World War I organized 
the orthopedic surgery section of the Surgeon General's Office of 
the Army and an advisory committee in orthopedic surgery to the 
Surgeon General; during World War II chief of the medical 
section of Civilian Defense in the Plainfield area and was vice 
chairman of the Army Procurement Committee of New Jersey 
for recruiting medical officers, nurses and technicians; fellow of 
the International College of Surgeons; past president of the 
Association of Military Surgeons of the United States, Academy 
of Physical Medicine, Union County Medical Society and Plain- 
field Medical Society; appointed to represent the United States 
at the International Congress of Military Medicine at Madrid, 
Spain, in 1933, serving as chief of the delegation and member 
ot the delegation to the same congress in Brussels, Belgium, 
in 1935; delegate to the International Congress of Arthritis in 
Liége, Belgium, in 1925 and the International College of Sur- 
geons in Lima, Peru, in 1946; past president of the city board of 
health and city recreation council and former vice president of the 
city recreation commission; served as instructor in orthopedic 
surgery at the New York Post Graduate Medical School and 
Hospital in New York; organized the department of orthopedic 
surgery and physical therapy at Muhlenberg Hospital, where he 
was senior orthopedic surgeon; consultant at the Somerset 
(N. J.) Hospital and St. Vincent’s Hospital in Santa Fe, 
N. Mex.; died in Santa Fe, N. Mex., August 31, aged 77. 

Petersen, William Ferdinand ® Chicago; born in Chicago, 
March 25, 1887; Rush Medical College, Chicago, 1912; from 
1913 to 1917 instructor and assistant professor of experimental 
medicine and pathology, Vanderbilt University School of Medi- 
cine, Nashville, Tenn.; in 1919 joined the faculty of the Uni- 
versity of Illinois College of Medicine, where from 1924 to 1942 
he was professor of pathology ; honorary fellow of the American 
College of Allergists; member of the American Association of 
Pathologists and Bacteriologists, American Society for Experi- 
mental Pathology, American Association for the Advancement 
of Science, American Association for Physical Anthropology, 
American Academy of Applied Nutrition, Chicago Literary Club, 
Society of Medical History of Chicago and many others; 
honorary life member of the Chicago Historical Society; for 
many years chairman of the board of governors of the Institute 
of Medicine of Chicago; past president of the Chicago Patho- 
logical Society and the Chicago Society of Internal Medicine ; 
served during World War I; author of “The Patient and the 
Weather”; “Protein Therapy and Nonspecific Reactions”, “Lin- 
coln-Douglas : The Weather as Destiny”, “Hippocratic Wisdom” 
and “Man-Weather-Sun”; served on the advisory committee of 
the Chicago Board of Health; instrumental in the planning of a 
Chicago and Cook County health survey by the U. S. Public 
Health Service; medical associate at the Provident Hospital ; 
in 1947 appointed director of the then newly created department 
of clinical research at St. Luke’s Hospital, where he died August 
20, aged 63, of cerebral hemorrhage and ruptured aneurysm. 

Jacobs, Maurice Bernard ® Chicago; born in Homestead, 
Pa., Jan. 22, 1908; University of Illinois College of Medicine, 
Chicago, 1935; specialist certified by the American Board of 
Surgery; fellow of the American College of Surgeons and the 
International College of Surgeons; member of the Chicago 
Pathological Society; in 1939 appointed clinical assistant in 
surgery and in 1942 appointed clinical instructor at Loyola 
University School of Medicine, now known as the Stritch 
School of Medicine of Loyola University, where in 1949 he 
was promoted to clinical associate in surgery; instructor in 
surgery, Cook County Graduate School; associate attending 
surgeon at Cook County Hospital; on the visiting staff of the 
University Hospital; pathologist and director of laboratories, 
St. Elizabeth’s Hospital, Danville, Ill.; a major in the medical 
corps, Army of the United States, during World War II; died 
August 28, aged 42, of heart disease. 





@ Indicates Fellow of the American Medical Association. 


Dudley, Homer Daniel @ Seattle; born in Agency, Iowa, 
Sept. 8, 1877; Northwestern University Medical School, Chicago, 
1902 ; an Associate Fellow of the American Medical Association : 
past president of the Washington State Medical Association and 
King County Medical Society; member and past president of 
the Pacific Coast Surgical Association; member of the North 
Pacific Surgical Association, American ‘Association for the Sur- 
gery of Trauma, American Society for Surgery of the Hand and 
American Association of Industrial Physicians and Surgeons; 
fellow of the American College of Surgeons; specialist certified 
by the American Board of Surgery; served during World War 
I; senior consultant in Surgery, University of Washington 
School of Medicine ; affiliated with King County Hospital, Doc- 
tors Hospital and Swedish Hospital, where he died August 8, 

aged 72, of rheumatic heart disease. 

Schwarz, Otto Henry, St. Louis; born in St. Louis June 
15, 1888; W ashington University School of Medicine, St. Louis, 
1913; professor of obstetrics and gynecology at his alma mater, 
where he joined the faculty in 1921; specialist certified by the 
American Board of Obstetrics and Gynecology ; vice president 
of the American Gynecological Society, of which he had also 
been secretary ; member of the American Association of Obste- 
tricians, Gynecologists and Abdominal Surgeons ; for many 
years gynecologist in chief and obstetrician in chief, St. Louis 
Maternity and Barnes hospitals; died in McMillan Hospital 
August 19, aged 62, of carcinoma. 

Abernethy, John Uriah, Troy, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1889; member of the American Medi- 
cal Association; formerly practiced in Marks, where he served 
as county health officer and county superintendent of educa- 
tion; died July 27, aged 94. 

Anderson, Earl Marion, Portland, Ore.; University of 
Oregon Medical School, Portland, 1926; member of the Ameri- 
can Medical Association; fellow of the American College of 
Surgeons; served during ‘World War II; for many years divi- 
sion surgeon for the Southern Pacific Company and chief 
surgeon for the Northern Pacific Terminal Company ; affiliated 
with the Emanuel Hospital and the Good Samaritan Hospital, 
where he died August 9, aged 50, of coronary thrombosis. 

Armitage, John Edward, Oakland, Calif.; University of 
California Medical School, San Francisco, 1944; served dur- 
ing World War II; interned at San Francisco "Hospital and 
formerly a resident in orthopedics at the Franklin Hospital in 
San Francisco; died in Hayward August 12, aged 31. 

Baker, John Elmer, Pomona, Calif.; State University of 
Iowa College of Medicine, Iowa City, 1908; served in France 
during World War I; duriag World War II an examining 
physician for the Selective Service System; died in Los Angeles 
July 25, aged 66. 

Barr, William Carlisle Jr., ® Stuart, Fla.; George Wash- 
ington University School of Medicine, Washington, D. C., 1932; 
member of the Medical Society of Virginia; died in the Doc- 
tors Hospital, Washington, D. C., August 19, aged 43, of 
tetanus. 

Baskerville, Charles M., Mount Pleasant, Mich.; Detroit 
College of Medicine, 1897; member of the American Medical 
Association; county coroner; affiliated with Central Michigan 
Community Hospital, where he died August 10, aged 76, of 
coronary thrombosis. 

Becht, Frank Christian, Riverside, Ill.; Northwestern Uni- 
versity Medical School, Chicago, 1915; formerly on the faculty 
of his alma mater; affiliated with MacNeal Memorial Hospital 
in Berwyn, of which he had been one of the founders, and where 
he died August 17, aged 70, of coronary occlusion. 

Bertram, Charles W., ® St. Joseph, Mo.; Ensworth Medi- 
cal College, St. Joseph, 1906; died July 23, aged 71, of heart 
disease. 

Biach, Robert Wolf ® Surgeon, U. S. Public Health Ser- 
vice, Fort Worth, Texas; Yale University School of Medicine, 
New Haven, 1938; certified by the National Board of Medical 
Examiners; resident, U. S. Public Health Service Hospital; 
died July 8, aged 38, of coronary occlusion. 

Boehmer, Miriam Jean, Kansas City, Mo.; University of 
Kansas School of Medicine, Kansas City, Kan., 1949; interned 
at St. Mary’s Hospital; died in the General Hospital August 
5, aged 29, of injuries received in an automobile accident. 
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Boughton, Guy Cluxton, Erie, Pa.; University of Vermont 
College of Medicine, Burlington, 1900; member of the American 
Medical Association; served during World War I; affiliated 
with Hamot and St. Vincent’s hospitals; died August 9, aged 
73, of myocardial infarction. 

Bowker, John Wesley, Somerset, Mass.; University Col- 
lege of Medicine, Richmond, 1907; member of the American 
Medical Association; died August 11, aged 76, of coronary 
occlusion. 

Brabec, Frank Joseph, Perham, Minn. ; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1893; died 
in St. James’ Hospital July 29, aged 81. 

Bridges, Moscow Edward, Myrtle, Miss.; College of 
Physicians and Surgeons, Memphis, Tenn., 1907; served during 
World War I; died August 6, aged 68. 

Brown, Henry D., Seattle; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of Illi- 
nois, 1897; formerly affiliated with the Northern State Hospital 
in Sedro Woolley ; for many years associated with the Veterans 
Administration ; died August 10, aged 77, of heart disease. 

Brownson, Jay Joseph, Kingsley, Mich.; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1902; member of 
the American Medical Association; served on the school board, 
as health officer and as county coroner; affiliated with the 
James Decker Munson Hospital, Traverse City; died August 3, 
aged 73, of coronary heart disease. 

Burrows, Elliott Cyril ® New York; Columbia University 
College of Physicians and Surgeons, New York, 1906; died 
August 18, aged 66, of coronary disease. 

Cahoon, Roger, Baraboo, Wis.;, Louisville (Ky.) Medical 
College, 1902; member of the American Medical Association ; 
died in Madison July 22, aged 73. 

Campbell, Harold Allen ® Newark, Ohio; Ohio State 
University College of Medicine, Columbus, 1924; member 
American Association of Industrial Physicians and Surgeons; 
served on the staff of the Newark Hospital; died August 7, 
aged 51, of coronary occlusion and essential hypertension. 

Casto, Holly Lee, Spencer, W. Va.; Kentucky University 
Medical Department, Louisville, 1905; served during World 
War I; died in the Veterans Administration Hospital, Chilli- 
cothe, Ohio, August 6, aged 76. 

Coughanour, Albert Edward ® McClellandtown, Pa.; Jef- 
ferson Medical College of Philadelphia, 1917; served during 
World War I; died August 4, aged 58. 

Donaldson, Arthur Van Eman, Canonsburg, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1911; member of the 
American Medical Association; served during World War II; 
died in Canonsburg General Hospital June 17, aged 65, of heart 
disease. 

Durgin, Delmer Dennis, Central Islip, N. Y.; University 
of Vermont College of Medicine, Burlington, 1910; member of 
the American Medical Association; specialist certified by the 
American Board of Psychiatry and Neurology; associate direc- 
tor of Central Islip State Hospital, where he died August 6, 
aged 63, of acute coronary thrombosis. 

Dvorak, Ella Helen Valenta, Riverside, Ill.; Loyola Uni- 
versity School of Medicine, Chicago, 1930; died August 27, aged 
42, of aplastic anemia. 

Edwards, William Leslie © Dallas, Texas; Baylor Uni- 
versity College of Medicine, Dallas, 1921; affiliated with Baylor 
Hospital, where he died August 9, aged 60, of myocardial 
infarction. 

Enright, Charles Thomas, New York; Long Island Col- 
lege of Medicine, Brooklyn, 1936; served during World War II; 
affliated with St. Francis Hospital, where he died August 6, 
aged 39. 

Estes, Mordecai James Elliott, Durango, Colo.; Atlanta 
Medical College, 1895; died July 20, aged 87. 

Fellows, James Hugh ® Pensacola, Fla.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1911; past presi- 
dent of the Escambia County Medical Society; on the honorary 
staff of Sacred Heart Hospital, where he died August 4, aged 
62, of cerebral hemorrhage and hypertension. 

Flothow, Max William, Omaha; John A. Creighton Medi- 
cal College, Omaha, 1913; served during World War I; died 
July 28, aged 61, of coronary thrombosis. 

Ford, H. S., Brownfield, Miss.; (licensed in Mississippi in 
1913); member of the American Medical Association; died in 
Ripley August 16, aged 66. 
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Friedlandt, Martin Menase, Brooklyn; Medizinische 
Fakultat der Universitat, Wien, Austria, 1922; member of 
the American Medical Association; member of the New York 
City Welfare Department; on the staff of the Cumberland 
Hospital; died July 30, aged 59. 

Fulkerson, Perry, St. Joseph, Mo.; Ensworth Medical Col- 
lege, 1895; Bellevue Hospital Medical College, New York, 1896; 
member of the American Medical Association; died July 31, 
aged 78, of cardiac decompensation. 

Gaddy, Howell R., Georgetown, Texas; University of 
Louisville (Ky.) School of Medicine, 1910; member of the 
American Medical Association; died August 7, aged 74. 

Gambill, Ira Samuel, Elkin, N. C.; North Carolina Medi- 
cal College, Charlotte, 1912; at one time practiced in Dobson, 
where he served as mayor and as chairman of the board of edu- 
cation of Surry County ; organized first public health department 
in Surry County; died August 12, aged 64, of cerebral 
hemorrhage. 

Garard, William Jay, Chicago; Chicago Homeopathic 
Medical College, 1903; veteran of the Spanish American War; 
died July 25, aged 74. 

Goetchius, Harry Dubois ® New York; Albany (N. Y.) 
Medical College, 1895; an Associate Fellow of the American 
Medical Association; died June 17, aged 79. 

Good, George Ross ® Altoona, Pa.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1933; secretary- 
treasurer of the Blair County Medical Society; district medical 
director for the Pennsylvania Department of Health; died July 
21, aged 41, of hypertensive heart disease. 

Greenawalt, Elmer Paul ® Springfield, Ohio; Johns Hop- 
kins University-School of Medicine, Baltimore, 1920; fellow of 
the American College of Surgeons; secretary of the Clark 
County Medical Society in 1927, vice president, 1933, and presi- 
dent in 1934; served during World War I; affiliated with the 
Springfield City Hospital and Mercy Hospital, where he died 
July 29, aged 55. 

Griess, Walter R., ® Cincinnati; Miami Medical College, 
Cincinnati, 1897 ; fellow of the International College of Surgeons 


.and the American College of Surgeons; affiliated with Deaconess 


Hospital and Bethesda Hospital; on the consulting surgical 
staff, St. Mary’s Hospital; consulting surgeon, Baltimore and 
Ohio Railroad; surgeon, Chesapeake and Ohio Railway; died 
August 16, aged 74. 

Hallock, David Horace ® Southampton, N. Y.; Johns Hop- 
kins University School of Medicine, Baltimore, 1916; specialist 
certified by the American Board of Surgery; fellow of the 
American College of Surgeons; served in France during World 
War I; formerly affiliated with Southampton Hospital; died 
August 21, aged 60. 

Hannon, Daniel Francis ® Rensselaer, N. Y.; Albany 
(N. Y.) Medical College, 1917; served during World War I; 
for several years city health officer; died August 17, aged 57. 

Hansen, Joseph La Reno ® Vernal, Utah; Rush Medical 
College, Chicago, 1934; secretary of the Uintah Basin Medical 
Association; died recently, aged 47, of skull fracture received 
when he was thrown from a horse. 

Hatfield, Ralph Eugene, Cincinnati; University of Michi- 
gan Medical School, Ann Arbor, 1931; member of the Ameri- 
can Medical Association; served during World War II; fellow 
of the American College of Surgeons; formerly health commis- 
sioner of Norwood; affiliated with Good Samaritan and 
Bethesda hospitals; died in Boston August 11, aged 45, of coro- 
nary occlusion. 


Hertz, Saul ® Boston; Harvard Medical School, Boston, 
1929; member of the American Society for Clinical Investiga- 
tion and the American Society for Experimental Pathology ; 
served during World War II; died recently, aged 44. 

Hunter, Melville Wallace ® Monroe, La.; Tulane Uni- 
versity of Louisiana School of Medicine, New Orleans, 1925; 
fellow of the American College of Physicians; past president 
of the Louisiana Heart Association; for many years a member 
of the staff of St. Francis Sanitarium; died July 20, aged 50. 

Johnson, Erik St. John, Cambridge, Mass.; Harvard Medi- 
cal School, Boston, 1903; member of the American Medical 
Association; served during World War I; died August 13, 
aged 73. 

Jones, John Wesley, Portsmouth, Va.; Meharry Medical 
College, Nashville, Tenn., 1927; formerly professor of pediatrics 
at his alma mater; died in Elizabeth City, N. C., recently, 
aged 48. 
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Kennedy, Ethelbert S., Wheeling, W. Va.; Howard Uni- 
versity College of Medicine, Washington, D. C., 1907; died in 
Ohio Valley General Hospital July 31, aged 75. 

Lampton, William S., Magnolia, Miss.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1900; died 
August 12, aged 75. 

Lechner, Frederic Clemons, Montoursville, Pa.; Jefferson 
Medical College of Philadelphia, 1919; member of the American 
Medical Association ; past president of the Lycoming County Med- 
ical Society; for many years physician of the board of health 
of Montoursville and president of the borough school board; 
director and vice president of the First National Bank of Mon- 
toursville; affiliated with the Williamsport (Pa.) Hospital, 
where he died July 21, aged 59, of hypertensive cardiovascular 
disease. 

Lesinger, Solomon Harold ® New York; Western Reserve 
University Medical Departmert, Cleveland, 1921; assistant clin- 
ical professor of anesthesiology at New York University Col- 
lege of Medicine; specialist certified by the American Board of 
Anesthesiology; member of the American Society of Anes- 
thesiologists; for many years affiliated with French Hospital; 
died August 11, aged 53. 

Lieser, Ralph Lester, Vancouver, Wash.; University of 
Oregon Medical School, Portland, 1917; member of the Ameri- 
can Medical Association; past president of the Clark County 
Medical Society ; served during World War 





J. A. M. A. 
Oct. 7, 1950 


School of Medicine for 29 years; died in Watkins Memorial 
Hospital June 4, aged 68. : 

Patterson, William Maxwell ® New York; Long Island 
College Hospital, Brooklyn, 1912; associate clinical professor of 
medicine at the New York Medical College, Flower and Fifth 
Avenue Hospitals; died in St. Barnabas Hospital August 6, 
aged 70. 

Reilly, John Victor, Grand Island, Neb.; Georgetown Uni- 
versity School of Medicine, Washington, D. C. 1906; member 
of the American Medical Association ; affiliated with St. Francis 
Hospital; died August 16, aged 69, of heart disease. 

Robertson, John Edwin, Logan, W. Va.; University of 
Louisville (Ky.) Medical Department, 1913; died July 22, 
aged 61. 

Robinson, Solomon M., Spring Valley, N. Y.; New York 
Homeopathic Medical College and Flower Hospital, New York, 
1918; died July 26, aged 73, of arteriosclerosis and heart disease. 

Rogers, Harry, South Orange, N. J.; New York Home- 
opathic Medical College and Hospital, New York, 1899; served 
in France during World War [; died August 10, aged 73. 

Rommel, Jacob Frederick, Oneida, N. Y.; University of 
Vermont College of Medicine, Burlington, 1911; member of the 
American Medical Association; formerly city health officer; 
affiliated with Oneida City Hospital and Main Street Hospital; 

died July 30, aged 67, of coronary occlusion. 





I; affiliated with Vancouver Memorial Hos- 
pital and St. Joseph’s Hospital where he 
died August 15, aged 60, of coronary 
thrombosis. 

Lister, George Fenton, Hillman, Mich. ; 
Detroit College of Medicine, 1907 ; member 
of the American Medical Association ; served 
during World War I; formerly medical 
director for Fisher Body Company Plant at 
Cleveland ; died in Alpena July 21, aged 65. 

Long, James McMaster, Norwalk, 
Conn.; Columbia University College of 
Physicians and Surgeons, New York, 1904; 
member of the Medical Society of the State 
of Pennsylvania and the American Medical 
Association; formerly practiced in Pitts- 
burgh, where he was associated with Alle- 
gheny General Hospital; died July 31, aged 
73, of carcinoma of the bladder. 

Lower, Emory Galen, Atlanta, Ga.; 
University of Tennessee College of Medi- 
cine, Memphis, 1937; member of the 
American Medical Association; served as 
assistant professor of biology at the Georgia 
School of Technology ; affiliated with Craw- 
ford Long Memorial Hospital ; died July 25, 
aged 46, of myocarditis. 

Lyons, John W., Jessup, Pa.; Medico- 
Chirurgical College of Philadelphia, 1911; 
member of the American Medical Association; visiting psychi- 
atrist at Ransom (Pa.) Mental Hospital, Blakely Home and 
Hospital in Olyphant and Clarks Summit (Pa.) State Hospital ; 
died at his summer home in Lake Wallenpaupack, Hawley, July 
30, aged 65, of carcinoma of the pancreas. p 

Martin, Dawson Telesphore @ Donaldsonville, La.; Chi- 
cago College of Medicine and Surgery, 1917; served during 
World War I; died July 30, aged 60, of coronary thrombosis. 

Miller, Harry H., Johnstown, Pa.; Eclectic Medical Insti- 
tute, Cincinnati, 1902; member of the American Medical Asso- 
ciation ; formerly on the staff of the City Hospital; died July 3, 
aged 77. 

Minard Edwy Leroy ® Boonton Manor, N. J.; Long Island 
College Hospital, Brooklyn, 1907; served during World War I; 
on the staffs of the Hospital of St. Barnabas and for Women 
and Children in Newark, where he was affiliated with Babies’ 
Hospital-Coit Memorial; died July 22, aged 68, of arteriosclerotic 
heart disease. 

Murphy, Joseph William Patrick, Peabody, Mass.; Tufts 
College Medical School, Boston, 1914; member of the American 
Medical Association; medical examiner in the Lynnfield, Pea- 
body, Danvers and Middleton District for many years; served 
during World War I; for many years school physician and 
physician for the Peabody High School football team; died in 
Salem (Mass.) Hospital July 27, aged 59. 

Nelson, Carl Ferdinand ® Lawrence, Kan.; Rush Medical 
College, Chicago, 1917; professor of biochemistry for 37 years 
and chairman of the department at the University of Kansas 








Capt. Rosert M. Moore Jr. 
M C., U.S. Army, 1920-1950 


Rosenzweig, Maxwell, Brooklyn; Col- 
umbia University College of Physicians and 
Surgeons, New York, 1921; member of the 
American Medical Association; fellow of 
the American College of Surgeons; served 
during World War II; affiliated with 
Jewish Hospital; formerly on the staff of 
Sea View Hospital, Staten Island, N. Y.; 
died August 14, aged 52, of heart disease. 

Rossen, Julius Albert® St. Louis; 
Washington University School of Medicine, 
St. Louis, 1915; formerly on the faculty of 
St. Louis University School of Medicine; 
affiliated with St. Mary’s Hospital and 
Jewish Hospital, where he died August 17, 
aged 58, of heart disease. 

Ruse, A. O., Indianapolis; Central Col- 
lege of Physicians and Surgeons, Indian- 
apolis, 1901; formerly superintendent of the 
Marion County Infirmary; died in the 
Methodist Hospital July 30, aged 83. 

Ryan, Mark Edward ® St. Paul; Uni- 
versity of Minnesota Medical School, 
Minneapolis, 1921; affiliated with St. 
Joseph’s Hospital and Midway Hospital, 
where he died August 16, aged 60, of 
coronary thrombosis. 

Schimmenti, John Marcus ® Oakland, 
.Calif.; Columbia University College of 
Physicians and Surgeons, New York, 1923; member of the 
American Psychiatric Association ; served as medical director of 
the Alexander Sanitarium in Belmont; died July 19, aged 51. 

Thornton, James, Alhambra, Calif.; College of Physicians 
and Surgeons, medical department of the University of Southern 
California, Los Angeles, 1910; died July 16, aged 80, of angina 
pectoris. 

Van Dyke, Benjamin Smith, Cranbury, N. J.; Columbia 
University College of Physicians and Surgeons, New York; 
1903; died in St. Francis Hospital, Trenton, July 12, aged 72. 








KILLED IN ACTION 





Moore, Robert Martin Jr., ® Captain, M. C., U. S. 
Army. Indianapolis; born in Indianapolis July 20, 1920; 
University of Cincinnati College of Medicine, 1946; interned 
at the Indianapolis City Hospital; entered the Medical 
Corps of the Army of the United States as a first lieutenant 
in 1946; promoted to captain in 1948; entered the regular 
Army Medical Corps as a first lieutenant July 8,. 1949; 
promoted to captain; artillery medical officer with the 24th 
Infantry Division; in charge of a dispensary at Camp 
Hakata, Japan, and later with his division moved to Korea, 
where he was killed July 16, aged 29. 
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ITALY 
(From a Regular Correspondent) 


FLoreNce, July 30, 1950. 


Meeting of Roman Surgical Society 

The Roman Surgical Society convened under the chairmanship 
of Professor Valdoni, director of the Institute of Special Surgical 
Pathology of the University of Rome. Professor Marmet dis- 
cussed the modern trends of surgical phthisiology in France. 
Collapse therapy and exeresis are still in the foreground, although 
each has its indications. One group of therapeutic approaches 
includes thoracoplasty and surgical extrapleural pneumothorax, 
either simple pneumothorax or with the aid of endoscopy. 
Another group is represented by lobectomy and pneumonectomy, 
which are definitely indicated in cases of poorly draining lesions 
or in cases in which caseation is more decisive than the aggra- 
vating mechanical factor. The speaker discussed also speleotomy 
devised by Bernou in 1943, which consists of opening a cavity 
resistant to thoracoplasty. This method has some advantages. 

Professors Tonelli and Ciuffini reported the results of some 
pharmacologic research on the toxicity and the antiheparin effect 
of toluidine blue. The speakers recalled that the problem of 
neutralizing—in emergency—the tendency of the blood to form 
thrombi constitutes a constant worry for the operating surgeon. 
Heparin partly eliminates the danger but creates another, just 
as serious, by facilitating the occurrence of an uncontrollable 
hemorrhage. Complete hemostasis combined with a normal 
coagulation time has not yet been attained. Toluidine blue 
used for that purpose in an experimental study perfornied in 
vivo and in vitro proved adequate, but the results obtained 
with protamine are, so far, more favorable. 

Professor Krahl reported on lobectomy as an emergency inter- 
vention. Emergency excision of the lower lobe of the left lung 
was performed in a case of severe hemophthisis in a patient 
with a suppurating bronchiogenic cyst. The result was satisfac- 
tory. He stated that hemophthisis is a serious acute complica- 
tion of the disease and is generally controlled by coagulants, ice, 
pneumothorax and pneumoperitoneum. But when these fail, 
lobectomy seems advisable, provided the condition of the patient 
is favorable. 

Drs. Simonetti, Tomiselli and Brocchieri reported their obser- 
vations on animals subjected to a diet poor in calcium. The 
changes in the animals were studied hematochemically, histo- 
logically and radiologically. The course of the calcemia was 
characteristic ; it increased noticeably in the first stage, with a 
pronounced drop afterward, crossing at a certain point the 
curve of phosphoremia, which showed a constant increase. At 
this point of the graphic recordings, death of the experimental 
animal occurred generally, accompanied with symptoms of 
tetany. The speakers advanced some hypotheses, such as hyper- 
trophy of the parathyroid glands or changes in the bones and 
hypophysial alterations, in order to explain the particular curve 
of calcemia. 


Drs. Truini, Terribilini and Ronchetti carried out experiments 
with procaine hydrochloride by intravenous administra- 
tion, as a method of preventing disturbances following trans- 
fusion. Procaine hydrochloride was combined with blood, plasma 
or serum and administered with Jubé’s syringe or by phlebo- 
clysis, in the amount of 6 to 10 cc., according to the methods 
of Leger and co-workers, Steiman and Capretti. The results 
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were generally satisfactory. Some mild reactions which occurred 
in several cases may be avoided by use of larger doses of pro- 
caine hydrochloride. Professor Paparella Treccia considered 
the diagnosis of syphilis of the bones. Contrary to the classic 
affirmation of Geschikter and Copeland, according to whom the 
roentgenologic diagnosis of bone syphilis would be practically 
impossible, the speaker succeeded in correlating the various 
entities of the disease with specific roentgenologic pictures, 
using the ample material provided by the Orthopedic Clinic 
of Rome. 
Androgens in Therapy 

At the Academy of Sciences of Ferrara, Professor Quinto 
gave a talk on androgens in therapy, stressing the importance 
of the research which about 20 years ago brought about the 
discovery of the sex hormones, their chemical constitution and 
their synthetic preparation, bringing to light the numerous 
similarities between male and female sex hormones with respect 
to their chemical, biologic and pharmacodynamic activity. The 
various problems inherent in the administration of testicular hor- 
mones, either with regard to the dosage or the route of adminis- 
tration, may not be solved according to precise formulas or 
following personal preferences but should be considered in a 
manner consistent with the effects desired in each case. 


Except for some localized type of disease, in which one tries 
to obtain a maximum local effect, parenteral administration of 
esterized hormone in an oily vehicle, subcutaneous implantation 
of compressed crystals, injection of microcrystalline suspensions 
and intravenous administration of active hydrosoluble prepara- 
tions are the principal methods in which the male sex hormone 
is used therapeutically. The physician should make his choice 
of the method of administration, according to the case. He 
may choose either the one more apt to produce a specific action 
in the region of the genitals and of the endocrine glands in 
relation to the gonads or the route more suitable for a specific 
extragenital effect, to be manifested in the organs and apparatus 
not connected with the genitals. 

After reviewing the diseases in which testosterone (3 keto-17- 
hydroxy, 4+4-androstene) is considered a stimulative or sub- 
stitutive therapeutic agent, the speaker brought into focus the 
more recent investigations which attribute to the internal secre- 
tions of the male an effect on the sympathetic nervous system, 
an inhibitory influence on prehypophysial function and, also, 
eutonic and eutrophic properties, which account for the use of 
testosterone therapy in many diseases. 

Of particular interest is the use of testosterone in the 
gynecologic field, in which this therapy should be considered 
only apparently paradoxic. It may bring about fairly favorable 
results, especially in some disease types linked with particular 
hormonal conditions, such as hyperfolliculinemia. The contrast- 
ing results obtained in other forms which are based patho- 
genetically on a disturbance of the hormonal equilibrium are 
due to the difficulty of diagnosis, which sometimes makes it 
difficult to decide on the most adequate management. 

The favorable results that sometimes may be obtained with 
androgen therapy in diseases of the breast must be evaluated 
by exact criteria, especially in malignant neoplasia, in which 
case one should not be too optimistic with respect to results. 
Except for calcareous metastasis, satisfactory subjective 
improvement of the patient may be obtained in general with 
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testosterone therapy in neoplasms of the mammary gland as 
well as in cancer in other locations. Objective improvement also 
may occur occasionally, but in the absence of any direct effect 
on the primary tumor, its reproduction or metastasis. 


Melitococcic Spondylitis 

Dr. Benassi reported on the roentgenologic aspect and on 
physical therapy of melitococcic spondylitis at a meeting of the 
Academy of Sciences of Ferrara, presided over by Prof. G. C. 
Dogliotti. He asserted that in the study of osteoarticular 
involvement of undulant fever the radiologic investigation is 
able to furnish important elements of diagnosis. With par 
ticular regard to spondylitis, which constitutes the most fre- 
quent form, roentgenology gives not only indications as to the 
site, extent and course of the bone lesions but may help in the 
differential diagnosis from tuberculous forms. He reported 28 
cases of spondylitis and three instances of sacroileitis due to 
undulant fever, in all of which the abnormalities were observed 
roentgenographically. At the start of the disease and probably 
also in the acute form followed by a rapid recovery, the roent- 
genologic findings may be negative. When the course is pro- 
longed, the lowering of the intervertebral space followed by 
softening and wearing of the adjacent body surfaces becomes 
Sometimes notchlike erosions of the vertebral edges 
In rare cases, extensive destruction with 


manifest. 
may be observed. 
flattening is noticed. The symptoms of reactive bone atrophy 
are missing, while the processes of osteosclerotic and osteo- 
phyte reactions are early and rapid; they are followed by a 
late phase of formation of anykylosing bridges between the 
vertebral bodies. After recovery changes of osteoarthrotic type 
may be observed. Roentgenologic study can aid in differential 
diagnosis from Pott’s disease and can indicate whether the dis- 
ease is in the invasive phase or in the repair and reactive stages. 
Absence of atrophy may be established, besides fairly clear 
delimitations of the destructive foci and occasional discrepancies 
between clinical symptoms and roentgenologic evidence. Roent- 
genotherapy with adequate doses and thermotherapy, especially 
in the form of short wave diathermy, have shown a definite 
therapeutic efficacy in these cases. In the discussion which fol- 
lowed Dr. Benassi’s report, Professor Mancini mentioned his 
observations of case reports in 1936; osteoarticular localizations 
of undulant fever proved to be more numerous and frequent 
since more careful clinical and roentgenologic investigations 
were performed. In Argentina and Uruguay, where recently 
a congress was held on brucellosis, a large number of cases of 
spondylitis were reported, which were studied anatomically and 
roentgenographically. Massera and Landi also reported recently 
on some cases of melitococcic spondylitis. All ‘the authors 
agree as to the polymorphism of the roentgenographic mani- 
festations, particularly with respect to the stage of the disease. 
According to Mancini, it is possible to observe roentgenograms 
which are slightly or not at all different from those of Pott’s 
disease; the primary degeneration of the intervertebral disk 
likewise is not pathognomonic. With regard to the therapeutic 
methods used with gratifying results by Benassi, Mancini 
pointed out that the lesions following the disease or the terminal 
manifestations of the disease may offer the best indications for 
treatment, while in the acute stage treatment should be limited 
to strict immobilization of the segment involved. Dr. Benassi 
admitted that the absence of reactive osteoporosis noticed in all 
his cases could be connected partially also with the stage of the 
disease in which the patients were examined. Osteoporosis, how- 
ever, was not observed even in patients examined at a fairly 
early stage. Radiotherapy with adequately limited doses proved 
useful in the initial phase. 
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DENMARK 
(From a Regular Correspondent) 
CorpENHAGEN, Aug. 23, 1950, 


Homologous Serum Jaundice and Dried Pooled Serum 


Since 1944 the State Serum Institute in Copenhagen (chief: 
Dr. J. @rskov) has issued dried pooled serum to various hos- 
pitals with the request, attached to each portion, that the 
hospital concerned send in data about each patient treated. The 
serum is obtained from several blood donors, and, as the donated 
blood is collected from several hospitals, the identity of the 
donors of a given portion of serum is unknown. Dr. Gunnar 
Kjezrgaard of the State Serum Institute has lately sought to 
ascertain what is the relation, if any, between such serum and 
homologous serum jaundice. His investigation covers the period 
December 1944 to February 1947 and is concerned with all the 
cases of homologous serum jaundice observed six weeks to six 
months after an infusion of dried serum. Among 542 patients 
thus treated in various hospitals there were 23 in whom 
homologous serum jaundice developed. Serving as controls were 
1,086 patients treated in the same hospital. Among them were 
only seven in whom homologous serum jaundice developed. In 
other words, the sickness rate was 3.87 per cent among the 
patients treated with dried pooled serum, whereas it was only 
0.64 per cent among the controls not thus treated. In the same 
period the frequency of hepatitis in the population as a whole 
was between 0.3 and 0.4 per cent. In spite of these findings, 
Dr. Kjzrgaard is not convinced that the evidence in favor of 
associating serum jaundice with pooled serum is as overwhelm- 
ing as recent American and English publications would suggest, 
for the groups of patients studied were not strictly comparable, 
those being given dried serum consisting of very debilitated 
surgical patients. The recipients of the dried serum were also 
subjected to a greater number of injections and diagnostic 
interventions than the controls. This investigation does not 
acquit dried pooled serum of the charge against it. 


Hospital Planning 


Greater Copenhagen, with a population of three quarters of 
a million, has many hospital problems to solve. To this end 
a body known. as the Copenhagen Municipal Hospital Com- 
mission was formed early in 1944. It is composed of repre- 
sentatives of the municipal authorities, hospital services and 
the medical profession. One of its tasks is to produce a com- 
prehensive plan for the provision of hospitals and asylums far 
into the future. In February 1946 this body issued its first 
report, which was mainly concerned with the care of the 
insane. Another problem is that of general hospitals, whose 
provision of beds at the present time does not meet all require- 
ments. The municipal authorities now dispose of some 3,900 
beds in their own hospitals and some 700 beds in hospitals not 
directly under their control. The city’s own beds include some 
1,100 surgical and gynecological beds. The overcrowding and 
long waiting lists of some hospitals emphasize the need for 
more beds, particularly surgical beds, and last year it was 
calculated that there was a shortage of several hundred beds. 

The commission has calculated that by 1965 Copenhagen will 
need about 5,500 beds, of which about 1,550 should be surgical 
and gynecological beds. Between now and 1965 some of the 
most out-of-date hospitals will have been abolished or will have 
suffered a considerable reduction in the number of their beds 
in the course of modernization. In this way some 1,200 beds 
will have been eliminated, with the result that between now 
and 1965 Copenhagen will have to provide itself with more 
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than 2,800 new beds. The commission has profited from experi- 
ences abroad, particularly in the United States, and is planning 
to allot beds to the various specialties in accordance with pres- 
ent day requirements. Special hospital departments are to be 
reserved for surgery of the abdomen, of the limbs, of the urinary 
tract and of gynecological cases. ‘There has been some dis- 
cussion within the commission about the creation of a special 
hospital department for plastic surgery, but it seems that the 
time is not yet ripe for this specialty to stand entirely on its 
own feet. With regard to the size of each hospital department 
devoted to a given specialty, it is held in some quarters that 
100 beds should be the outside limit. Units half this size may 
well be more effective and may prove satisfactory, particularly 
when linked up with an ambulatorium through which patients 
can pass before and after treatment in hospital. 

The small provincial hospitals are often looked at askance 
from the administrative angle. Many of them sprang up when 
facilities for transport and medical requirements and -standards 
were very different from what they are today. There are 105 
small and moderately large provincial hospitals engaged in only 
surgical or mixed surgical and medical activities. Some of these 
105 hospitals are in charge of surgeons fully qualified to hold 
senior appointments in the teaching hospitals. The authorities 
responsible for hospital planning would often like to eliminate 
such small local hospitals as anachronisms, in order to replace 
them with larger and more centrally situated units. One of 
the members of the commission, Dr. Knud Bierring, has lately 
stated that it has hitherto proved impossible to liquidate a single 
small out-of-date hospital. Instead of being liquidated in con- 
formity with the times, some of the small local hospitals react 
to the threat hanging over them by enlarging and introducing 
modern contrivances to the perplexity of those who disapprove 
of them in principle. , 


Death of Prof. Sophus Bang 

Professor Bang, who was born on July 26, 1866 and died 
on June 22, 1950, was the most outstanding figure among 
tuberculosis specialists in Denmark for many generations. He 
was also an all-round physician, and his name is associated 
with Graves’ disease, gastric ulcer and uveoparotid fever, 
as well as with a thermostat and stethoscope known as Bang’s 
thermostat and Bang’s stethoscope. Early in his career severe 
pulmonary tuberculosis developed, for which he was treated by 
Turban in Davos. Returning from Switzerland, he practiced 
medicine for two years at Madeira and on Corsica and the 
Riviera. On his return to Denmark in 1896, he preached the at 
that time new doctrine of sanatorium treatment, and in the 
following year he started the first public tuberculosis sanatorium 
in the country. Shortly afterward he opened a small private 
sanatorium. From 1896 on he worked with Finsen at his Light 
Institute, where he studied the influence of ultraviolet rays on 
bacteria. In 1903 he was put in charge of the Silkeborg Sana- 
torium, founded by the Danish National Antituberculosis Asso- 
ciation, and for the next 10 years he seemed to be entirely 
wedded to administrative and clinical tuberculosis work. So 
it created general surprise when, in 1913, he returned to Copen- 
hagen as a general physician in charge of an important public 
hospital. His interest in general medicine never diverted him 
from work in tuberculosis, and he was the first to intro- 
duce the thoracoplastic treatment of pulmonary tuberculosis in 
Denmark. He was also responsible for the system of stetho- 
scopic signs in general use in the Scandinavian countries for 
many years, and his demonstration of the independence of lung 
hemorrhages of physical exertion upset the old teaching that the 
subjects of hemoptysis must not stir a finger. Bang’s genius 


for administration and managing his fellow-beings tactfully and 
effectively led to his election as chairman of the Danish Medical 
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Association, an appointment he held for many years. His was 
a commanding personality, and an air of distinction coupled with 
a rare ironic smile helped to give him his well earned place as a 
leader of men. Behind a rather cold mask there was a kindly 
spirit which greatly endeared him to all who were admitted to 
his friendship. 


JAPAN 
(From a Regular Correspondent) 
Toxyo, Aug. 1, 1950. 


American Medical Educators in Japan 


A group of American medical educators held an institute on 
medicai education at the Tokyo, Keio and Jikei universities in 
Tokyo. It was a result of cooperative effort between the Public 
Health and Welfare Section and’the Unitarian Service Com- 
mittee of New York. The purpose of this institute was to 
acquaint the Japanese professors in the medical schools in this 
country with the content of the medical curriculum and the 
methods of instruction used in American medical schools. At 
the same time; the Japanese had the opportunity of learning at 
first hand some of the recent advances in medical researches 
that have been made in the United States during the last 10 
years. This program is another step in the reorganization of 
Japanese medical training and practice that was begun after the 
last war under the guidance of the Public Health and Welfare 
Section and by the leadership of the Japanese Council on Medical 
Education with cooperation of the Japanese medical profession. 

The Tokyo Institute was formally opened on July 24. This 
was a week later than had been planned, but the main party 
from America had been delayed as a result of transportation 
difficulties. It was attended by 220 selected Japanese pro- 
fessors from 22 medical schools in the northern part of Japan. 
At the opening ceremony an address of welcome to the Ameri- 
can professors was given by Dr. Teiyu Amano, Minister of 
Education, followed by addresses by Brig. Gen. Crawford F. 
Sams, Dr. Yoshio Kusama, chairman of the Japanese Council 
on Medical Education, Lieut. Col. D. E. Nugent and Dr. 
Azuma, chief, Medical Affairs Bureau, Ministry of Welfare. 
The American professors were introduced to the assembly by 
Dr. C. N. H. Long, chairman of the mission. 

The members of the mission were as follows: Dr. C. N. H. 
Long, dean and professor of physiological chemistry, Yale Medi- 
cal School; Dr. R. K. Cannan, professor of chemistry, New 
York University Medical College; Dr. Mc. Cattell, professor 
of pharmacology, Cornell Medical College; Dr. J. H. Dingle, 
professor of preventive medicine, Western Reserve School of 
Medicine; Dr. T. S. Danowski, professor of medicine, Uni- 
versity of Pittsburgh; Dr. H. Hoff, professor of physiology, 
Baylor University; Dr. A. Liebow, associate professor of 
pathology, Yale School of Medicine; Dr. L. G. Riglor, pro- 
fessor of radiology, University of Minnesota School of Medi- 
cine; Dr. M. Saklad, director of anesthesiology, Rhode Island 
Hospital; Dr. P. W. Shafer, professor of surgery, University 
of Kansas Medical Center; Dr. R. Ward, professor of pedi- 
atrics, New York University College of Medicine; Miss Dorothy 
E. Snavely, executive officer, and Dr. J. Rhoads, professor of 
surgery, University of Pennsylvania School of Medicine. 

There were daily meetings between the American and 
Japanese professors at three Tokyo medical schools. At most 
of these meetings, the American professors met with the 


_ Japanese professors in their own fields and attempted to impart 


methods of teaching the undergraduate students as well as 
postgraduate students. Other methods of teaching were demon- 
strated by combined courses of two or more subjects, and 
clinicopathological conferences were also held, one at the Jikei 
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Medical School and another at the Keio Medical School. This 
is the first time that demonstrations of medical teaching by 
these methods have been given in Japan. Over 600 persons 
attended each meeting. 

The American Mission has been widely praised. The instruc- 
tive and revealing manner of each American professor in 
handling his specialty was impressive and convincing. Ten 
Japanese professors from each of 22 medical schools in the 
northern half of Japan will go back to their respective schools 
imbued with new ideas of medical teaching and will disseminate 
them among colleagues. The result is far reaching and hopeful. 

The American professors have been warmly welcomed by 
their Japanese colleagues and have been entertained at a recep- 
tion given by the Minister of Education, as well as by receptions 
at the three medical colleges in which the institute is being held. 
While each American professor has also been entertained by 
his group at various social gatherings, it was encouraging to 
observe warm friendly feelings created between the two parties. 
The Unitarian Service Commission, through its medical mis- 
sion consisting of able professors, has promoted better under- 
standing of Japanese with respect to the United States. 

At the conclusion of the Tokyo Institute, on August 11, the 
American professors went to Osaka and Kyoto for a similar 
institute, August 14 to September 8, which was attended by 
some 240 professors from 24 medical schools of Southern Japan. 


BRAZIL 
(From a Regular Correspondent) 


Rio pe JANErRO, Aug. 10, 1950. 


Two Sisters with Turner’s Syndrome 

Drs. J. Schermann and Marilia Renzo, of the Department of 
Endocrinology, Rio de Janeiro University, reported the cases 
of two sisters presenting the syndrome first described by H. H. 
Turner in 1938 of young women of short stature, genital hypo- 
plasia, webbed neck and cubitus valgus and which Vargey, 
Kenyon and Koch completed in 1942 by the association of high 
urinary gonadotropin excretion. The greatest interest of the 
two cases now described lies in the familial incidence of the 
syndrome with evidence of additional endocrinopathies in other 
members of the family, a feature not mentioned previously in 
the literature. When examined for the first time the patients 
were 24 and 19 years old and presented primary amenorrhea, 
genital infantilism with late and deficient appearance of sec- 
ondary sexual characteristics, precocious aging, low height, 
slight syndactylism, low values of 17-ketosteroids and high 
excretion of folliculostimulant hormone. One of their five 
brothers presented hypophysary nanism and one acromicria. An 
interesting feature of the clinical picture of both patients was 
a cyclical vicariant epistaxis, leading to the supposition of the 
existence of a certain degree of ovarian activity. Treatment 
with estrogenic preparations led to the establishment of the 
menstrual function with definitive cessation of the epistaxis. At 
the same time, the axillary hairs appeared, the pubic hair 
showed some growth and the libido, absent in the older 
sister and deficient in the younger, became normal. Both 
patients married but, followed during 10 years, never became 
pregnant. Both sisters refused to allow peritoneoscopy or an 
exploratory laparotomy. The authors believe that the ovaries 
are present in these patients, though in a rudimentary state, 
and there is not actual agenesis of these glands. 


Vaginal Smears and Hormonal Elimination 
With the intention of ascertaining the hormonal elimination 
and the concomitant cytological changes determined by the 
sexual hormones during the menstrual cycle, Dr. M. Isabel 
Mello, of the Division of Biochemistry, Oswaldo Cruz Institute, 
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studied 113 normal and 15 abnormal menstrual cycles of 53 
women. Besides the cytologic study of the vaginal smears and 
the determination of the vaginal pu and the basal temperature 
according to Beilly and Goldzicher, Dr. Mello studied the 
luteinizant and the stimulant fractions of the gonadotropic hor- 
mones and the estrogenic hormones. The data may be sum- 
marized as follows: Normal cycles occur between 27 and 30 
days, with a mean value of 28.4, and a catamenial period of 
two to six days, with a mean of 3.9 days. Tlie vaginal px 
reflects a state of ovarian dysfunction which may be established 
when one examines the vaginal smears at the same time. The 
stage of the cycle may be determined by the comparison, during 
three to five consecutive days, of the cytologic changes and the 
color presented by the cells, a useful procedure for therapeutic 
control. The determination of the values of the estrogenic and 
gonadotropic hormones is useful only when accompanied with 
the study of the smears during the cycle. The coincidence of 
the maximum temperature and the appearance of the erythro- 
cytes in the smears may be useful for the determination of the 
ovulation time. The mean value found in 113 cycles for the 
stimulant fraction of the gonadotropic hormones (eighth to 
twelfth days) was 80 to 270 units per liter; for the luteinizant 
fraction the value (eighteenth to twenty-third day) was 20 to 
150 units per liter; for the total estrogenic hormones the value 
was 90 to 130 units per liter. All the determinations were per- 
formed with an aliquot of the total volume of urine taken during 
the referred periods, thus representing the average of the total 
elimination per liter. During the 25 day cycles, the elimination 
of the estrogenic hormones was smaller and that of the stimu- 
lant fraction was greater. During the 30 day cycles, the estro- 
genic effects, as disclosed by the smears, lasted three to five 
days (thirteen to eighteen days). When the amount of the 
estrogens was computed separately the maximum elimination 
was shown between 16 and 18 days. From the analysis of these 
results, the author concludes that, for the correct interpretation 
of any menstrual cycle, it is necessary to know the vaginal 
cytology and the hormonal elimination during at least one com- 
plete cycle, i. e., from one catamenial period to the next. 


Blood Pressure in the Arm and in the Thigh 

With the aim of establishing the correlation between the 
values of blood pressure obtained in the arm and in the thigh, 
to enable the practitioner to ascertain whether the values 
obtained for the pelvic limbs are, in actual cases, within normal 
limits, in correspondence with those for the thoracic limbs, Dr. 
Bernardino Tranchesi, assistant professor of Medicine at Sao 
Paulo University, made an experimental study on the pressure 
of 600 white young normal males. The age of the subjects 
varied between 15 and 30 years, with a median value of 19.4 
years and about 83 per cent of them between ages 17 and 21. 
Using the auscultatory method in standardized conditions and 
with the common cuff, the author obtained, for the thoracic 
limbs, the averages of 75 and 115, the most frequent values 
(about 50 per cent of the persons) for the systolic pressure 
falling between 111 and 120 and for the diastolic pressure 
between 71 and 80. For the abdominal limbs, the averages 
were 90 and 148, the most frequent values for the systolic pres- 
sure falling between 141 and 150 and for the diastolic pressure 
between 81 and 90. The systolic pressure was invariably higher 
in the thigh than in the arm; the diastolic pressure was higher 
in the thigh in 562 subjects, higher in the arm in 36 and iden- 
tical in both arm and thigh in the remaining two. By using 
statistical methods, the author computed correlation coefficients 
and regressive equations for the association between arm blood 
pressure and thigh blood pressure, as he believes, for the first 
time, thus enabling one to compute the value of the pressure 
in one segment once the pressure is known in the other. 
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CORRESPONDENCE 


THE HEALTH INSURANCE PLAN 
OF GREATER NEW YORK 


To the Editor:—Dr. Elmer A. Kleefield comments (Corre- 
spondence, J. A. M. A., August 19) on my description of the 
Health Insurance Plan of Greater New York which was pub- 
lished in THE JourNnat June 17, 1950. As he was a member 
of an HIP medical group only during its early developmental 
period, many of his observations are now obsolete; others are 
contrary to fact. I hope that you will afford me the privilege 
of correcting a few of his more serious inaccuracies. 

1. Dr. Kleefield implies most unfairly that physicians have 
joined HIP medical groups in part because of coercion. . This 
statement is easily disproved by the fact that every one of the 
17 medical groups which began operating on March 1, 1947, 
is still active and that during the last three and a half years 
they have increased in number until now (September 1950) 
there are 30 medical groups in active operation under the Health 
Insurance Plan of Greater New York with a total membership 
of almost 900 physicians. Also, 1,567 individual physicians have 
applied for affiliation with HIP medical groups during this 
period and additional medical groups are in the process of 
organization. 

2. Dr. Kleefield objects to the fact that the city of New York 
has undertaken to pay half the premiums of its employees and 
their families only if they enrol in a medical insurance plan 
which provides comprehensive medical’ care. The city will not 
contribute to plans which are limited in coverage or permit extra 
charges for medical services. This requirement was determined 
by the present city administration, not alone by former Mayor 
LaGuardia as Dr. Kleefield intimates, and its action was taken 
as a result of an independent study of all available insurance 
plans by a special committee composed of senior municipal 
officials and after public hearings. The same decision has been 
made by more than 150 other autorwomous public agencies, 
private employers, labor unions and private social agencies in 
the city of New York, who have made similar contracts with 
HIP for comprehensive medical coverage of their employees. 

3. Dr. Kleefield’s proposal that the city and, I presume, other 
employers who pay all or part of the premium should permit 
insured employees to select any insurance plan available in the 


area reveals a failure to understand the basic principles of. 


group insurance. Under this form of insurance, the maximum 
benefits at the lowest cost are obtained through spreading the 
risk by the enrolment of all or a majority of the workers in 
a particular plan. The employer or union welfare fund contracts 
with an insurance carrier either because its premiums are lower 
than those of any of the other plans or because its benefits are 
significantly greater. Under group insurance the employees 
cannot individually select any of the various insurance plans 
available in the area without regard to their benefits, rates and 
other provisions. HIP is the only plan which met the require- 
ments of the city and of more than 150 private employers and 
union welfare funds, because of its ability to provide the most 
complete form of health and medical protection, including pre- 
ventive medicine, through the combination of group insurance 
with medical group practice. Enrolment in the plan selected 
by the governing body of the city is voluntary. In order to 
conform with proper underwriting procedures, the required per- 
centage of employees must agree to enrol. This is an essential 
feature of group insurance and is not coercive. 


4. Dr. Kleefield admits that the “benefits accruing to both 
patients and physicians from group practice as opposed to 
individual practice cannot be disputed.” A subsequent state- 
ment implies that he withdrew from an HIP group during the 
early formative period in part because of inadequate remunera- 
tion, for he complains that the “group must acquire valuable 
assets not easily liquidated, while the organization (HIP) can 
give no assurance (to the group) of fixed income.” Of course 
not! Medical group practice under HIP is private practice. 
A fixed income is not guaranteed to an individual physician or 
a group of physicians who start out in practice. They invest 
in the necessary physical facilities because of their future pros- 
pects. The medical groups in HIP can and do accept non-HIP 
patients, and almost every member of a group continues to see 
his own non-HIP patients either at the group center or in his 
own office. 

For HIP to guarantee a fixed income to physicians, as Dr. 
Kleefield proposes, would be equivalent to hiring the doctors. 
Only state medicine, which most of us abhor because of its 
many attendant evils, can guarantee a fixed income to physicians 
out of the unlimited tax resources of government. A nonprofit 
medical insurance plan has only premium income to distribute, 
and it can guarantee income to the participating physicians and 
medical groups only in proportion to the number of insured 
persons who choose to enrol with them. As in everyday private 
practice, overhead expenses will at first absorb much of the 
gross income when there are few clients. The HIP physicians 
with vision and confidence in group practice made the financial 
sacrifice during the early period when enrolment was low and 
gave their patients excellent medical service in spite of inade- 
quate remuneration. These groups have since been rewarded 
by a large HIP enrolment and an adequate net income for each 
participating physician. 

If Dr. Kleefield had not become discouraged in the early 
days and if he were now a member of one of these older suc- 
cessful groups, I can assure him that as senior internist he 
would enjoy an adequate income from this group for a 40 hour 
week, which would still leave him time for additional private 
practice on non-HIP patients and for hospital work. If he pre- 
ferred to devote only one half or one quarter of this time to 
HIP work, as do most of the physicians in the smaller groups, 
he would earn this fraction of the full time net income. 

5. Dr. Kleefield states that the Health Insurance Plan of 
Greater New York does not conform to the principles for vol- 
untary insurance plans and group practice enunciated by the 
American Medical Association and the state medical society. 
This statement is unwarranted or, at least, premature. Formal 
application for approval of the Health Insurance Plan of Greater 
New York has been made to the Medical Society of the State 
of New York, accompanied with documentary evidence which 
we believe demonstrates that HIP conforms to all of the 
Twenty Principles adopted by the House of Delegates in 1949 
for the approval of lay-sponsored medical insurance plans by 
state medical societies. The application by HIP has been 
referred by the council of our state society to a special com- 
mittee, which has the matter under consideration and has not 
yet made its report. Dr. Kleefield apparently does not know 
that one of the larger county medical societies has given its 
approval to seven of the HIP medical groups in that county 
after determining that they conform to the principles of group 
practice adopted by the society. 
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6. Following are some of the additional errors made in Dr. 
Kleefield’s letter : 

(a) HIP cannot arbitrarily terminate a contract with a medi- 
cal group during the life of the contract, as he implies. It can 
only do this for cause, failure to comply with the professional 
standards promulgated by the Medical Control Board, on which 
sit representatives of three county medical societies and of the 
New York Academy of Medicine, and such action can be taken 
only by the majority vote of the medical members of the Board 
of Directors. Dr. Kleefield would be warranted in objecting if 
there were not such a carefully safeguarded mechanism for 
protecting the subscribers. 

The contracts with the medical groups are for three years, 
not 18 months as stated by Dr. Kleefield. Either party may 
terminate at that time. This is a standard contractual pro- 
vision. The group has the further protection that it (not HIP) 
may terminate after the first 18 months if it so desires. No 
group has exercised that option. 

(b) The policies are not “sold by commissioned salesmen,” 
for this is against the New York State Insurance Law. Nor 
has HIP used “newspaper advertising with dramatic appeal.” 
We have had one newspaper advertisement, a dignified announce- 
men signalizing our third birthday. All of our promotional 
material has strictly observed Principle X of the Twenty Prin- 
ciples adopted by the House of Delegates of the American 
Medical Association for approval of lay-sponsored voluntary 
health plans, which reads, “No promotional material shall invite 
attention to the professional skill, qualifications or attainments 
of the physicians participating in the plan.” 

(c) Printed lists of physicians in the Health Insurance Plan 
must be shown to prospective subscribers, for they must know 
what they are getting. Dr. Kleefield’s objection on this score 
is answered by Principle XIII of the Twenty Principles. This 
reads as follows: “The names of all participating physicians 
of the plan shall be made available to the prospective 
beneficiary.” 

(d) Dr. Kleefield makes the vague accusation, “Since the 
organization now has available more professional personnel than 
it needs, it is in a position . . . to offer less remuneration to 
medical groups.” The reverse is true. Dr. Kleefield is obviously 
unaware that remuneration to the medical groups has been 
progressively increased since HIP began operations, as income 
has increased and operating costs have dropped with growing 
enrolment. The last increase, on Jan. 1, 1950, raised the capi- 
tation rate by 15 per cent. 

Near the end, Dr. Kleefield’s letter contains a public admission 
that “hampering influences” are being consistently exerted by 
members of the medical profession like himself. This letter, full 
of errors and misrepresentations, is another of these hampering 
influences. On the other hand, my article in the June 17 issue 
of Tue Journat was factual and can be documented. It is 
indeed a “glowing report,” as the doctor states, for it reports 
the establishment of 30 medical practice groups in this city 
within three and a half years, which as of this date are giving 
comprehensive medical care, preventive and curative, to more 
than 255,000 persons. This accomplishment justifies pride. It 
also merits objective and fair consideration. 

After a career devoted to practice and to the advancement of 
clinical medicine and public health, I have recently resigned one 
of the most desirable positions in clinical medicine to take over 
the direction of the Health Insurance Plan of Greater New 
York. Its experience has already demonstrated that therein 
lies a great opportunity to improve the professional standards 
and conditions of work of a large body of physicians by enabling 
them to practice together as medical teams. Despite these 
“hampering influences,” my associates and I intend to devote 
ourselves to assisting these medical groups in providing a high 
quality of comprehensive medical care to persons of moderate 
means, with special emphasis on preventive medicine, because 
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we firmly believe that the plan is in the best interest of the 
medical profession and of the public. Progress toward these 
goals is in keeping with the best traditions of our profession. 


Georce Barur, M.D., President and Medical 
Director, Health Insurance Plan of Greater 
New York. 


MEDICAL STUDENT IN MISSISSIPPI 


To the Editor:—The state of Mississippi has an active and 
progressive plan for obtaining more family doctors. A maximum 
loan of $1,250 per school year, including tuition, is available to 
bona fide citizens and residents of the state who can qualify 
scholastically and otherwise and who desire to practice in rural 
areas on completion of their medical education. To date 270 
young Mississippians have been approved by the Mississippi 
State Medical Education Board for loans with which to com- 
plete medical training. This group of 270 includes over 20 
already in active practice, all living and practicing in rural 
sections of the state, the area which the largest proportion of 
physicians trained through this program will serve. Over 30 
are now in internship. During the school year 1950-1951, 
approximately 200 of these loan recipients will be enrolled in 
24 medical schools throughout the nation. The student has 
choice of any approved class A medical school in the United 
States. First year medical students are enrolled in eight dif- 
ferent schools, as compared with six last year. Students will 
enter first year medicine this fall at these schools: Duke, 
Jefferson, George Washington, Mississippi, Tulane, Vanderbilt, 
Meharry and Howard. 

These young persons have signed state contracts agreeing to 
return to approved rural areas (towns of 5,000 and less) for 
early years of practice. If the young physician remains in such 
an approved rural area for five years, his entire loan, not to 
exceed a maximum of $5,000 plus 4 per cent interest thereon, is 
completely credited to him. He may leave after a minimum 
period of two years, for which all loan recipients are obligated, 
if he wishes to pay off in cash with interest the three fifths 
of his loan which he still owes at the end of that period. He 
may receive credit on loan, however, so long as he remains in 
any approved rural area. Nine of the net increase of 24 phy- 
sicians in Mississippi during the last six months are participants 
in this program. Thus, Mississippi’s medical education loan 
program accounts for 37 per cent of the net increase of the 
physicians in the state. 

Mississippi has one active physician for about every 3,500 
persons in the rural sections and one for approximately 2,000 
persons on a statewide basis. The desirable ratio is one family 
doctor for every 1,000 to 1,500. Fifty-five per cent of the 
rural physician population of the state are past 60 years of 
age, this high age rate accounting, in part, for the high physician 
death rate. Nearly 50 per cent of all the physicians in the 
state practice in 23 towns of over 5,000 population each, leav- 
ing the other 52 per cent to serve a rural population of over 
1,500,000. 

The program is designed primarily for the benefit of the state 
as an inducement to the potential physician who is interested 
in practicing in the rural areas but who lacks the funds with 
which to obtain his professional training in order that he may 
attain that goal. Thus this program serves two needs in 
Mississippi: (1) the need for more doctors in the rural areas, 
and (2) the need of medical students for financial assistance 
with which to become doctors. 


(Mrs.) Maria VosKAmpP, 
Executive Secretary, 

State Medical Education Board, 
1205 Woolfolk State Office Building, 
Jackson 35, Miss. 
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Liability of Charitable Hospital for Failure to Supply 
Safe Appliance.—Plaintiff sued to recover damages resulting 
from a burn on his toes allegedly caused by the negligence of 
the defendant hospital. From a judgment in favor of the 
plaintiff, the defendant appealed to the court of civil appeals 
of Texas, El Paso. 

The plaintiff entered the defendant hospital for the treatment 
of a diabetic ulcer on the sole of his foot, and his physician 
prescribed heat treatments to be applied by means of a heat 
cradle, the heat to be applied alternately hourly. The plaintiff 
alleged that it was the nondelegable duty of the defendant hos- 
pital to supply for such treatment a safe and customary type 
of heat cradle, but that it negligently failed to do so but supplied 
instead an improvised and makeshift heat cradle. 

The business manager of the hospital described a heat cradle 
as being a frame constructed of a heavy wire or a light weight 
metal. The metal is so constructed that it will support a cover- 
ing, either canvas or blanket, and the socket which holds the 
globe is welded or fastened onto the metal frame. The frame- 
work itself has no bottom and is comparable to a Quonset Hut. 
They are standard equipment and may be bought most any- 
where from concerns handling pharmaceutical and medical sup- 
plies. The so-called improvised heat cradle used in the treatment 
of the plaintiff consisted of a metal frame, similar to that 
described, and a goose-neck lamp set on the floor at the foot 
of plaintiff’s bed, with the neck bent and extended inside the 
metal frame. The frame was covered with a sheet. 

On the night of the plaintiff's injury, one of the other patients 
occupying the ward with plaintiff complained to the nurse on 
duty that the light from the heat cradle was bothering him and 
requested that it be covered with something to exclude the light. 
The nurse tossed a blanket over it, and there is evidence to 
the effect that the light under the cradle was never turned off 
or on or otherwise given attention until about 7 o’clock in the 
morning, when the day nurse discovered that the plaintiff had 
been burned. The goose-neck lamp used was described with 
respect to the length of the neck which protruded into and 
under the cradle as one that showed considerable use and as 
having a somewhat flexible neck, the inference being that the 
blanket in some way weighted the lamp down or knocked it 
over and against the plaintiff’s foot. The description of a 
standard heat cradle, said the court, indicates that the lamp 
bulb or heated metal would not and could not have come in 
contact with the plaintiff’s foot unless upset and turned onto 
a side or top. 

The defendant was a charitable hospital, and the point to be 
determined, said the court, is whether or not the defendant is 
exempt from liability. It is the well settled law in this state, 
the court continued, that a charitable corporation is not liable 
either to a beneficiary of or a stranger to the charity for the 
negligence of its servants and agents, provided it is not negli- 
gent in the hiring or retention of such agents or servants whose 
negligence proximately causes the injuries; but that such cor- 
poration is liable to its employees and third persons for injuries 
inflicted by the negligence of its managers, officers, vice prin- 
cipals and agents in the conduct of the institution. It seems it 
must follow as a matter of course, the court continued, that the 
hospital is liable to a patient for a failure to provide proper 
and safe instrumentalities for the treatment of ailments it under- 
takes to treat, because such is in the conduct of the institution. 
The agents and servants do not supply the instrumentalities. 
It is the institution that does that. It is incumbent on it to 
supply suitable and safe appliances and instrumentalities. It 
seems altogether illogical, said the court of appeals, to hold a 
hospital liable for its negligence in the selection of its agents 
and servants and conclude it is not liable for its negligence in 
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the selection and supplying of instrumentalities with which to 
treat patients whom it undertakes to treat. In the instant case, 
the court concluded, the wrong did not flow from the negligent 
performance of a duty on the part of an employee but in the 
failure on the part of the hospital to supply a proper and safe 
heat cradle. There is no redress against any except the hos- 
pital, the actual wrongdoer. Accordingly the judgment in favor 
of the plaintiff was affirmed—Medical & Surgical Memorial 
Hospital v. Cauthorn, 229 S.W. (2d) 932 (Texas, 1949). 


Evidence of Blood Type as Violation of . Privilege 
Against Self-Incrimination—The defendant was charged 
with assault and battery with intent to rape, and from a con- 
viction he appealed to the Supreme Court of Pennsylvania. 

An examination of the defendant’s automobile disclosed blood 
stains on the right side of the front seat cover, and there were 
similar blood stains on the clothing of the prosecuting witness. 
Samples of the blood of the defendant and of the prosecuting 
witness were taken, and these specimens together with the 
stained clothing and seat cover from the automobile were 
examined by a specialist of the Federal Bureau of Investigation. 
The defendant’s blood was found to belong to international 
blood group O and that of the prosecuting witness to group A. 
Evidence of these findings was admitted over the defendant's 
objection that the taking of his blood from his person was a 
violation of his privilege against self incrimination. Although 
the defendant did not testify that the sample of blood was taken 
without his consent, there is no evidence that he protested or 
that it was taken against his will. 

Even if this evidence were unlawfully obtained, said the 
Supreme Court, that is no objection to its admission unless the 
defendant's constitutional privilege against self incrimination was 
violated. The controlling principle in this case, the court con- 
tinued, was decided in a prior Pennsylvania case in which it 


_ was said that the purpose of the constitutional provision is to 


prohibit the compulsory oral examination of the prisoner either 
before or at trial—to prevent his being required to incriminate 
himself by speech or the equivalent of speech. The prohibition 
of compelling a man in a criminal court to be witness against 
himself is a prohibition of the use of physical or moral com- 
pulsion to extort communications from him not an exclusion of 
his body as evidence when it may be material. Unless some 
attempt is made to secure a communication, written or oral, 
on which reliance is to be placed as influencing his conscious- 
ness of the facts and the operations of his mind in expressing 
it, the demand made on him is not a testimonial one. The 
distinction may rest on practical grounds, the court continued, 
but certainly one lawfully arrested may not refuse to submit 
to finger printing nor to a search of his person. So also the 
constitutional privilege does not allow a defendant to refuse a 
witness the opportunity of seeing him and hearing his voice, 
for the purpose of identification. In conclusion the court pointed 
out that the privilege protects a person from any disclosure 
sought by legal process against him as a witness. In other 
words, the protection afforded under the generally accepted rule 
is a privilege against testimonial compulsion, and no more. 
While there is a conflict of authority outside of Pennsylvania 
as to whether any one other than the accused may testify as 
to the result of blood tests, urine tests or other physical exami- 
nation of the accused made without his consent, it was the 
court’s opinion that the better considered cases hold that the 
privilege against self incrimination is not thereby violated. 
The testimony of the blood tests in this case indicated that 
the blood stains on the jacket of the prosecuting witness were 
not from her bleeding mouth. Her blood was type A and that 
of the stains were made by type O blood, the type of the 
defendant’s blood. Evidence of the result of these tests did not 
infringe on the defendant’s constitutional immunity from self 
incrimination and was properly admitted as a circumstance 
bearing on the identification of the defendant, in corroboration 
of the testimony of the prosecuting witness that he was her 
assailant. Accordingly the judgment of conviction was affirmed. 
—Commonwealth v. Statti, 73 Atl. (2d) 688 (Pa., 1950). 
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Annals of Surgery, Philadelphia 
131:801-1002 (June) 1950 


Acid Burns of Stomach: Report of 2 Cases. E. C. Strode and M. L. 

Dean.—p. 801. 

Radical Surgery in Treatment of Cancer. A. O. Whipple.—p. 812. 
*Sarcoma of Stomach. S. F. Marshall and W. A. Meissner.—p. 824. 

Longmire Operation for Common Duct Obstruction. F. M. Massie. 

p. 838. 

Surgical Aspiration of Bowel in Advanced Obstruction. C. Williams and 

C. Williams Jr.—p. 846. 

Further Reductions in Mortality in Acute Appendicitis in Children. 

S. McLanahan.—p. 853. 

Conservation of Tissue in Repair of Myelomeningocele in New Born. 

F. E. Kredel.—p. 865. 

Congenital Atresia of Small Intestine with Report of Cases. L. Grove 

and E. Rasmussen.—p. 869. 

Surgical Significance of Anomalies of Intestinal Rotation. ce. & 

Gardner Jr.—p. 879. 

Non-Malignant Duodeno-Colic Fistula: Report of 2 Cases. H. Ogilvie. 

p. 899. 
*Pheochromucytoma: Its Diagnesis and Treatment. E. C. Bartels and 

R. B. Cattell.—p. 903. 

"Surgical Treatment of Hyperparathyroidism with Report of 27 Cases. 

W. F. Rienhoff Jr.—p. 917. 

Potassium Deficiency in Surgical Patients: Its Recognition and Manage- 

ment. E. lL. Evans.—-p. 945. 

Technic of Anastomosis of Branches of Facial Nerve with Spinal Acces- 

sory for Facial Paralysis. C. C. Coleman and J. C. Walker.—p. 960. 
Non-Contusive Radical Mastectomy. W. F. MacFee.—p. 969. 

Chest Wall Tumors. B. Blades and J. S. Paul.—p. 976. 

Conservative Resection of Chronic Lung Abscess. R. T. Myers and 

H. H. Bradshaw.—p. 985. 

Sarcoma of Stomach.—Marshall and Meissner present a 
clinical analysis of 41 patients with sarcoma of the stomach 
treated in the Lahey Clinic over a period of 20 years (1929 
to 1949). There were 1,171 operations performed for malig- 
nant tumor of the stomach, the ratio of sarcoma to carcinoma 
being 1 to 28. The diagnosis of sarcoma is rarely made before 
surgical intervention; the clinical picture of this disease is little 
different from that of carcinoma. The outstanding symptoms 
are anorexia, indigestion, epigastric pain and weight loss; 
cachexia is uncommon. There were two types of gastric sar- 
coma in this series, those of smooth muscle origin, the leiomyo- 
sarcomas, and the malignant lymphoid tumors. The prognosis 
is surprisingly good after surgical treatment; 18 patients, or 44 
per cent, survived five years or longer. Radical surgery is 
indicated. Irradiation should be used postoperatively for patients 
whose tumors arise from lymphoid tissue. There were two 
deaths following operations on 41 patients. 


Pheochromocytoma.—Bartels. and Cattell suggest that 
pheochromocytoma is to be suspected in a patient with vasomotor 
attacks, excess sweating with blotchiness of the skin, toxemia 
during early months of pregnancy, fluctuant or sustained hyper- 
tension, or hypermetabolism without goiter. The patient with 
pheochromocytoma may be entirely asymptomatic prior to the 
fatal attack. Four patients with mtermittent hypertension were 
successfully operated on. During the three year period in which 
the disease in these four cases was diagnosed and successfully 
treated, the authors learned of two postoperative fatalities due 
to unrecognized pheochromocytoma. One patient died after lum- 
bar sympathectomy for peripheral vascular disease. A severe 
hypertensive reaction developed during the operation and was 


followed by acute heart failure and death. Another patient 


had an incisional hernia repaired; a similar reaction and death 
occurred. During the same period the authors learned of two 
similar deaths, one during a thoracic operation and one at the 
conclusion of a gastrectomy. In all four cases a pheochromocy- 
toma was found at necropsy and was unquestionably the cause 
of death. Should a hypertensive reaction occur in the course 
of an operative procedure, a pheochromocytoma should be sus- 
pected and one of the followtag measures instituted: 1. Imme- 
diately stop the operation. 2. If the operation is intra-abdominal, 
immediately explore the adrenals and sympathetic chain areas, 
and if a tumor is found, it should be removed. 3. Use an 
adrenolytic drug to control hypertension and continue with the 
initial operation, then search for a pheochromocytoma post- 
operatively. Certain incitatory substances, such as histamine, 
are helpful in the diagnosis of pheochromocytoma. Dibenamine® 
(N,N-dibenzyl-beta-chloroethylamine) and  benzodioxan (2- 
[1-piperidylmethy1]-1,4-benzodioxan) are helpful in patients with 
pheochromocytoma and sustained hypertension. The chief 
danger from surgical removal of pheochromocytoma is a severe 
hypertensive reaction with subsequent acute left heart failure. 
This danger can probably be avoided by use of an adrenolytic 
agent during the operation. Removal of the tumor leads to 
cure unless the pheochromocytoma is malignant and leads to 
metastatic disease or has already produced serious vascular 
damage. 

Surgical Treatment of Hyperparathyroidism.—Rienhoff 
reports on 27 adenomas of parathyroids. The total number 
reported in the literature is 597. Two of the 25 patients with 
hyperparathyroidism in his group had two adenomas. In one case 
the adenomas were discovered at the first operation; in another 
the second adenoma was removed one year after the first 
operation. There are probably many cases of undiagnosed 
hyperparathyroidism. In such patients irreversible and ulti- 
mately fatal complications will slowly develop. In practically 
all the patients in this series irreversible and irremedial com- 
plications were present and persisted after operation in which 
the hyperparathyroidism was corrected. There were 10 deaths 
in the 26 cases of hyperparathyroidism, excluding the case of 
carcinoma of the parathyroid. One patient died immediately. 
Recognition of hyperparathyroidism before renal or osseous 
complications have developed is important, in view of the 
unfavorable postoperative course in persons with these com- 
plications. Recognition of the character of these adenomas, as 
contrasted with hypertrophy and hyperplasia, constitutes one 
of the fundamental conditions in the operative correction of the 
syndrome. It is necessary for the operating surgeon to 
familiarize himself with the various locations in which normal 
and abnormal tissue may be found and to be cognizant of the 
physiologic effects of the excessive secretion of the parathyroid 
hormone and the possibility of the development of postoperative 
tetany. Prolonged administration of antithyroid goitrogenic 
drugs may possibly exert an effect on the parathyroids. Deter- 
mination of the calcium in the cerebral and spinal fiuid may 
help to differentiate the hypercalcemia of hyperparathyroidism 
from other conditions with hypercalcemia. 
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Archives of Dermatology and Syphilology, Chicago 
62:1-180 (July) 1950 


J. H. Lamb, B. Shelmire, Z. Cooper and others. 


Solar Dermatitis. 


—p. 1. 

Urticaria Pigmentosa (Large Nodular Type): Report of Case. R. R. 
Kierland and O. C. Stegmaier.—p. 

Failure of Modern Footwear to He "Body Requirements for Psychic 
and Thermal Sweating. L. E. Gaul and G. B. Underwood.—p. 33. 

Diiodohydroxyquinoline in Dermatologic Therapy. W. Leifer and K. Steiner. 
—p. 46. 

Endemic of Infection with Microsporum Audouini in Family of Eight 


Persons. A. G. Franks, E. H. Mandel and A. S. Sternberg.—p. 54. 
Treatment of Tinea Capitis with Estrogenic Hormones. W. L. Dobes. 
—p. 58. 


Dermatitis Caused by DDT. L. Hollander.—p. 66. 

Reticulum Cell Sarcoma: Report of Case, with Comment on Its Genesis. 
W. Director and A. B. Kern.—p. 69. 

*Eosinophilic Granuloma of Skin: Report of Cases Representing Two 
Different Diseases Described as Eosinophilic Granuloma. . F. Lever 
and R. W. Leeper.—p. 85. 

Primary Cutaneous Cryptococcosis. W. M. Gandy.—p. 97. 

Verrucous and Papillomatous Types of Sarcoid: Report of Case. S. Irgang. 
—p. 105. 

Granular Cell Myoblastoma: Report of Case Simulating Granuloma 
Inguinale. A. B. Kern, J. J. Kaufman and F. C. Combes.—p. 109. 
Pachyonychia Congenita: Regression of Plantar Lesions on Patients 
Wearing Specially Made Rubber Base Foot Molds and Shoes. J. Garb. 

—p. 117. 

Allergic Eczematous Contact Type Dermatitis Caused by Cocobolo Wood 

(Dalbergia). M. Leider and H. K. Schwartzfeld.—p. 125. 


Eosinophilic Granuloma of Skin.—Lever and Leeper call 
attention to the fact that two different skin diseases are classed 
as eosinophilic granuloma. One disease presents osseous lesions 
together with cutaneous lesions and represents an abortive form 
of Hand-Schiiller-Christian disease. The other presents cutane- 
ous lesions only, predominantly on the face. The difference in 
the clinical and histologic picture of the two diseases are dis- 
cussed on the basis of observations in three cases. One case 
was that of a child with lesions in the external ear canal and 
in the petrous bone which on histologic examination were 
regarded as eosinophilic granuloma of the bone. The cutaneous 


eruption on the trunk consisted of numerous closely set, brown- . 


ish, scaling and crusted papules. In addition, a solitary granu- 
lomatous tumor was present on the scalp. The histologic picture 
of the cutaneous lesions was the same as that of the osseous 
lesion. The cutaneous lesions were regarded as manifestations 
of eosinophilic granuloma. The second and third cases were in 
adults with soft, purplish, slowly growing and asymptomatic 
patches limited to the face. Clinically as well as histologically, 
the disease in these two cases was similar to that in six cases 
reported in the literature as eosinophilic granuloma of the skin 
and to that in one case recently reported as facial granuloma 
with eosinophilia. This disease does not seem to be associated 
with internal lesions. It apparently represents a disease sui 
generis, the etiology of which is unknown. The disorder is not 
rare, since six cases were observed in Boston within a few 
years. 


Arch. Indust. Hygiene and Occupat. Medicine, Chicago 
2:1-122 (July) 1950 


Absorption and Elimination of Inhaled Benzene in Man. 
J. Teisinger and S. Skramovsky.—p. 

The Chronic Illness Commission: Its 
M. L. Levin.-—-p. 9. 

We Need to Be Unified (Medical—Nursing— Management Relationships). 
G. L. Dundore.—p. 12. 

*Pulmonary Manifestations of Gasoline Intoxication: Review with Report 
of Case. R. Zucker, E. D. Kilbourne and J. B. Evans.—p. 17. 

*Acute Toxicity of Inhaled Beryllium: II. Observations Correlating 
Toxicity with Physicochemical Properties of Beryllium Oxide Dust. 
R. H. Hall, J. K. Scott, S. Laskin and others.—p. 25. 

Rapid Method for Determination of Aromatic Hydrocarbons in Air. 
B. R. Hubbard and L. Silverman.—p. 49. 

Compensation for Lung Changes Due to Inhalation of Silica Dust. 
Glaeser.—p. 56. 

Miniature Work Situations as Research Tool, with Special Reference to 
Study of Physiologic Stresses. J. Brozek and J. V. Monke. —p. 63. 


Pulmonary Manifestations of Gasoline Intoxication.— 
Zucker and co-workers report gasoline intoxication in a young 
man. While attempting to siphon gasoline from an automobile 
tank, he suddenly found his mouth filled with gasoline. Cough 
and a sense of suffocation were the initial symptoms of intoxi- 
cation. This was followed seconds later by loss of conscious- 
ness and dyspnea. Vomiting occurred subsequent to a period 
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of unconsciousness. Pulmonary involvement became evident 
within a few hours after the aspiration of the gasoline. Lobar 
consolidation of the middle and lower lobes of the right lung 
with infiltration of the left lower lung field was demonstrated 
on roentgenologic examination. There was leukocytosis and fever. 
First degree heart block was observed during the period of con- 
valescence three weeks after the onset of illness. Complete 
recovery occurred within one month of the accident. Cases 
have been reported in which simple pneumonitis, sterile purulent 
effusion, bloody effusion and pulmonary abscesses were noted. 
Lesions occur predominantly in the lower lobe of the right 
lung. Experimental work in animals with the related hydro- 
carbon kerosene indicates that pulmonary lesions are caused 
primarily by liquid gasoline directly aspirated into the trachea 
rather than by vapors excreted from the pulmonary circulation. 
Review of human cases of accidental aspiration of gasoline 
adds parallel evidence to this concept 

Toxicity of Inhaled Beryllium.—Hall and co-workers 
observed acute pneumonitis in laboratory animals experimen- 
tally exposed to beryllium oxide dust for short periods. The 
disease of the animals closely resembled the corresponding dis- 
ease of beryllium industrial workers. The relative toxicities of 
four grades of beryllium oxide were compared in experiments 
in which a total of 133 animals of six species were used. The 
four grades of beryllium oxide differed in certain physicochemi- 
cal properties, notably in ultimate particle size and state of 
aggregation that were referable to differences in the kinds of 
beryllium compounds from which they were produced by cal- 
cination, and in the temperature and duration of firing. The 
injury to the lungs produced by the inhaled fluorescent and 
special (400 C.) grades of beryllium oxide was correlated with 
the smaller ultimate particle size and lesser degree of aggrega- 
tion of: these materials as compared with the “S.P.” and “G.C.” 
designated, refractory grades of beryllium oxide which failed 
to cause pulmonary damage even with prolonged exposure. No 
histologic lesions attributable to toxic action of beryllium were 
observed in any organs or tissues other than the lungs in any 
species. Pathologic changes were characteristic of an inflam- 
matory response with intra-alveolar and interstitial edema and 
mobilization of phagocytes. There was bronchial epithelial 
desquamation and hyperplasia and thickening of the alveolar 
walls. The most reliable clinical index of beryllium poisoning 
was the development of hematologic changes resembling macro- 
cytic anemia, possibly hypoplastic or aplastic in nature. Ano- 
rexia and loss of. weight, dyspnea, lowered arterial oxygen 
tension and decrease in the albumin-globulin ratio in the blood 
serum, due to hyperglobulinemia and mild hypoalbuminea, were 
correlated with the damage to the lungs in animals exposed to 
the fluorescent and special (400 C.) grades of beryllium oxide. 
Other changes included a transient increase of the concentra- 
tions of plasma fibrinogen and serum alkaline phosphatase and 
fluctuations in urinary diastase activity. Evidence indicated that 
inhaled beryllium oxide dust is removed from the site at which 
it is deposited in the lungs almost exclusively by phagocytosis. 


Archives of Otolaryngology, Chicago 
§2:1-128 (July) 1950 
Esophageal Tumors: Pathology, Diagnosis and Surgical Treatment. 


Ireland and D. P. Bryce.—p. 1. 
Neurofibroma of Larynx. S. J. Pearlman, E. A. Friedman and M. Appel. 


P. E. 


. 8 
Tympanic Plexus: Anatomic Study. S. Rosen.—p. 15. 


Evaluation of Newer Drugs in Treatment of Otitis Externa. E. K, Gill. 
—p, 25. 

Dermatomyositis and Scleroderma: Unusual Causes of Dysphagia. R. B. 
Lewy.—p. 31. 


House Dust Allergy. T. G. Randolph.—p. 40. 

Otolaryngologic Diseases in Patients with Clinical Avitaminosis. 
Jennes.—p. 58. 

Congenital Triple Nares. 

Use of Aureomycin in External Otitis: 
Now in Use. K. Wright.—p. 74. 

Treatment of Juvenile Papilloma of Larynx with Resin of Podophyllum: 
Preliminary Report. J. B. Hollingsworth, H. W. Kohlmoos and R. C. 
McNaught.—p. 82. 

Accidents of Dental Origin: Oral Prostheses in Respiratory and Ali- 
mentary Systems. R. W. Edwards.—p. 88. 

Ozena: Streptomycin and Nitrofurazone Therapy. 
—p. 96 


M. L. 


E. M. Holmes.—p. 70. 
Comparison with Other Drugs 
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Archives of Pathology, Chicago 
50:1-136 (July) 1950 


Hepatic Necrosis Induced by Dietary Means: I. Structural Changes 
Occurring in Liver During Development of Necrosis. M. R. Abell, 
J. M. R. Beveridge and J. H. Fisher.—p. 1. 

Id.: Il. Biochemical Changes Occurring in Liver During Development 
of Necrosis. M. R. Abell and J. M. R. Beveridge.—p. 23. 

Cerebellar Disorders in Lambs: Study in Animal Neuropathology with 
Some Comments on Ovine Neuroanatomy. L. van Bogaert and J. R. 
M. Innes.—p. 36. 

Subcutaneous Beryllium Granuloma. S. B. Silverman and C. C. Erickson. 


—p. 63. 

Experimental Endocarditis with Fibrinoid Degeneration in Heart Valves 
of Rats: Special Reference to Fibrinoid. B. J. Clawson.—p. 68. 

Glomerular Lesions in Diabetic Rat. V. G. Foglia, R. E. Mancini and 
A. F. Cardeza.—p. 75. 

Benign Neoplasms of Extrahepatic Biliary Ducts: Review of Literature 
and Report of Case of Fibroma. P. T. Chu.—p. 84. 

Possible Role of Infection in Production of Periarteritis Nodosa in Hyper- 
ten$ive Rabbits. G. F. Kipkie.—p. 98. 

Demyelination in Guinea Fig in Chronic Allergic Encephalomyelitis Pro- 
duced by Injecting Guinea Pig Brain in Oil Emulsion Containing 
Variant of Mycobacterium Butyricum. J. Freund, M. M. Lipton and 
L. R. Morrison.—p. 108. 

Comparison of Arteriosclerotic Lesions Produced in Young and in Old 
Rabbits by Freezing the Aorta. D. Baldwin, C. B. Taylor and G. M. 
Hass.—p. 122. 


Arizona Medicine, Phoenix 
7:1-84 (June) 1950 

Cholecystitis. W. D. Gatch.—p. 19. 

Newer Methods of Treating Tuberculosis. H. C. Hinshaw.—p. 22. 
*Psychological Approach to Nausea and Vomiting of Pregnancy: Pre 

liminary Report. L. F. Smith.—p. 25. 

Pregnancy and Traumatic Neuritis. H. H. Brainard.—p. 31. 

Psychological Approach to Vomiting of Pregnancy.— 
Smith accepts the psychoanalytic explanation of nausea and 
vomiting of pregnancy, pointing out that results obtained when 
the psychoanalytic concepts are applied corroborate this. He 
describes two psychoanalytic methods which have been found 
adequate during the past five years. The total number of cases 
treated was 50. More complicated methods are probably rarely 
needed and when required should be left to the specialist. The 
time has come to strip this syndrome of its terrors and super- 
stition and frankly tell the patient that the nausea and vomiting 
of pregnancy are often emotional in origin, due to the subcon- 
scious rebellion against pregnancy and the subconscious desire 
for an abortion. 


Arkansas Medical Society Journal, Fort Smith 
47:1-44 (June) 1950 


Desoxycorticosterone Acetate and Ascorbic Acid in Treatment of Rheu- 
matoid Arthritis. B. B. Wells, R. D. Lowery and V. E. Seibert. 


—p. 3 
47:45-55 (July) 1950 

Endocrine Therapy in Obstetrics and Gynecology. E. T. Ellison.—p. 45. 
*Report on Tularemia: Its Diagnosis and Treatment. R. R. Taylor.—p. 47. 

Tularemia.—Taylor discusses diagnosis and treatment of 
tularemia on the basis of 35 patients treated during the past 
three years. Twenty-three of the 35 cases could be traced to 
ticks, one to chiggers and four to rabbits; in seven no agent was 
found. The following three factors are important diagnostic 
aids: (1) a rising agglutination titer, (2) a positive animal 
agglutination test with sputum or material aspirated from fluc- 
tuating nodes and (3) a positive blood culture. Twenty-three 
of the 35 patients had the ulceroglandular type of tularemia, 
one the glandular type, one the oculoglandular and 10 the 
typhoid type. All those in the typhoid group and 1 each in the 
oculoglandular and ulceroglandular groups had pleuropneumonic 
symptoms. Familiarity with tularemia and suspicion are neces- 
sary for the early diagnosis of the pneumonic type. Since two 
weeks or more are required for laboratory confirmation, anti- 
biotic therapy should be instituted immediately if this disease is 
suspected. This treatment will not affect the rise in aggluti- 
nation titers to interfere with the diagnosis. If antibiotics are 
given early, the patient may be cured before natural immunity 
develops ; consequently he can be reinfected at a later date. The 
majority of the 35 patients were treated with streptomycin. 
Originally i0 Gm. was given at the rate of 2 Gm. per day 
and this gradually cut to a total dose of 2 Gm. in a single injec- 
tion. In the uncomplicated ulceroglandular type there appeared 
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to be no difference in the results of those patients receiving 2 
Gm. and those receiving 10 Gm. It appeared that the lesser 
doses were just as effective. This was not found to be true 
in pleuropneumonic tularemia. In all of these, streptomycin, 
0.25 Gm. was given every three hours and continued until the 
patient was afebrile requiring an average of 22 Gm. Special 
attention was given to adequate hydration. The ulceroglandular 
lesions were covered with a dry dressing to prevent secondary 
infection and required two to three weeks to resolve, compared 
with 32 days in the preantibiotic era. Although the author's 
experience with aureomycin in tularemia is still limited, it 
appears to be the drug of choice. For the ulceroglandular type 
4 Gm. is considered an adequate dose, which can be divided in 
0.25 Gm. doses given four times a day for four days. In pneu- 
monic tularemia treatment with aureomycin should be continued 
until the patient is afebrile. 


Bulletin of Johns Hopkins Hospital, Baltimore 
86:359-434 (June) 1950 

Use of 3,-Methyl, 5, Phenylhydantoin (AC 114) in Treatment of Epilepsy 
(Preliminary Report). S. Livingston and A. Y. Sweet.—p. 359. 

Unusual Case of Bacterial Endocarditis. J. C. Harvey.—p. 364. 

Venous Velocity in Leg Measured with Radioactive Sodium. J. E. Levi 
and E. F. Lewison.—p. 370. 

*Clinical Picture Associated with Infections Due to Cryptococcus Neo- 
formans (Torula Histolytica): Report of 3 Cases with Some Experi- 
mental Studies. A. M. Fisher.—p. 383. 

Effect of «Aluminum Hydroxide on Serum Aureomyciti Concentrations 
After "mee Oral Administration. J. C. Seed and C. E. Wilson. 
—p. 415. 

Infections Due to Cryptococcus Neoformans (Torula 
Histolytica).—Fisher says that, although the yeastlike organ- 
ism Cryptococcus neoformans (or hominis), better known as 
Torula Histolytica, is widespread in nature, infections due to it 
are rarely recognized. In the first of the three cases reported 
by him the infection was localized, involving a pelvic bone and 
the sternum. The initial lesion may have been the granulo- 
matous lymph node which was.excised from in front of the 
right ear four years previously. The patient had good results 
from curettage of the bone lesion, aspiration of the sternal 
abscess and administration of iodides. This case illustrates that 
infections with Torula histolytica may remain localized or even 
latent for long periods. In another case the infection was gen- 
eralized and associated with widespread sarcoidosis causing 
Simmonds’ disease and severe liver damage. In the third case 
the course was rapid and the lesions limited to the meninges 
and brain. In the last two cases the treatment did not alter 
the progressive course of the infection. Mice were employed for 
virulence studies and for chemotherapeutic tests with propami- 
dine, aureomycin, penicillin, actidione and sulfadiazine. All the 
therapeutic tests elicited negative results. The usual progres- 
sive course of this infection to a fatal termination seems best 
explained on the basis of poor antibody response, the protective 
effect of the abundant capsular and extracapsular material on 
the surface of virulent cryptococci and the inefficient phagocytic 
reactions of the host’s cells. Search should be continued for an 
antibiotic or chemotherapeutic agent capable of modifying or 
curing this unusually, resistant infection. 


Cancer Research, Chicago 
10:399-460 (July) 1950 


This Business of Cancer Research. J. C. Aub.—p. 399. 

Tumors in Invertebrates: Review. B. Scharrer and M. S. Lochhead. 
—p. 403. 

Renmes of Transplantable Lymphosarcoma to Colchicine. A. D. Bass 
and C. Probert.—p. 420. 

Studies in Hodgkin’s Syndrome: X. Morphology and Growth Patterns of 
Explant Cells Cultivated in Vitro. H. A. Hoster and M. S. Reiman. 
—p. 423. 

Cena in Mitotic Mechanism of Human Cancer Cells. ‘S. Timonen and 
E. Therman.—p. 431. f 

Virus-Induced Rabbit Papilloma-to-Carcinoma Sequence: II. Carcinomas 
in Natural Host, Cottontail Rabbit. J. T. Syverton, H. E. Dascomb, 
E. B. Wells and others.—p. 440. 

Serum Polysaccharide Levels in Rats Bearing Walker 256 Tumor. M. R. 
Shetlar, C. P. Erwin and M. R. Everett.—p. 445. 

Effect of Proportion of Dietary Fat on Rate of Formation of Mammary 
Carcinoma in Mice. H. Silverstone and A. Tannenbaum.—p. 448. _ 
Effect of Added Dietary Tryptophane on Occurrence of 2-Acetylamino- 
fluorene-Induced Liver and Bladder Cancer in Rats. W. F. Dunning, 

M. R. Curtis and M. E. Maun.—p. 454. 
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Circulation, New York 
1:1233-1394 (June) 1950 


Augmentation of Vasoactive Substances by Tetraethylammonium Chloride. 
L. H. Page and R. D. Taylor.—p. 1233. 

*Ebstein’s Anomaly of Tricuspid Valve: Report of 3 Cases and Analysis 
of Clinical Syndrome. M. A. Engle, T. P. B. Payne, C. Bruins and 
H. B. Taussig.—p. 1246. 

Comparison of Cardiac Output Determined by Fick Procedure and Direct 
Method Using Rotameter. R. D. Seely, W. E. Nerlich and D. E. 
Gregg.—p. 1261. 

Response of Flicker Fusion Threshold to Nitroglycerin and Its Potential 
Value in Diagnosis, Prognosis, and Therapy of Subclinical and Clinical 
Cardiovascular Disease. L. R. Krasno and A. C. Ivy.—p. 1267. 

Evaluation of Severity of Organic Occlusive Disease and Comparison of 
Effectiveness of Various Procedures in Relaxing Peripheral Vasospasm. 
Severity Evaluated by Determining Cutaneous Blood Flow in Extrem- 
ities from Records of Cutaneous Temperature During Maximum Vaso- 
dilation, Effectiveness of Spinal Anesthesia, Intravenous Tetraethyl 
Ammonium Ion (Etamon), Intravenous Benzylimidazoline (Priscoline) 
and Application of Heat to Torso. H. D. Green, W. Perkins and 
J. Abernethy.—p. 1277.’ : 

Intermittent Reversal of Flow in Case of Patent Ductus Arteriosus: 
Physiologic Study with Autopsy Findings. R. E. Johnson, P. Wermer, 
M. Kuschner and A. Cournand.—p. 1293. 

*Acute Coronary Insufficiency Due to Acute Hemorrhage: Analysis of 
103 Cases. A. M. Master, S. Dack, H. Horn and others.—p. 1302. 
Delayed Development of Ventricular Ectopic Rhythms Following Experi- 

mental Coronary Occlusion. A. S. Harris.—p. 1318. 

Q-T Interva! in Normal Infants and Children. M. M. Alimurung, L. G. 
Joseph, E. Craige and B. F. Massell.—p. 1329. 

Q-T Interval in Rheumatic Fever. E. Craige, M. M. Alimurung, E. F. 
Bland and B. F. Massell.—p. 1338. 

Relationship of Various Factors to Degree of Coronary Atherosclerosis 
in Women. R. F. Ackerman, T. J. Dry and J. E. Edwards.—p. 1345. 

Penicillin Treatment of Patients with Cardiovascular Syphilis in Con- 
gestive Failure. J. Edeiken, W. T. Ford, M. S. Falk and J. H. Stokes. 
—p. 1355. 

Effect of Epinephrine on Myocardium of Embryonic Chick. A. Barry. 
—p. 1362. 

Ebstein’s Anomaly of the Tricuspid Valve.—Engle and 
her associates report three cases of Ebstein’s anomaly of the 
heart. Since Ebstein described the first case in 1866, an addi- 
tional 22 cases have been reported in the literature, so that with 
the three cases presented here the total is 26. The diagnosis 
in the past was always made at post mortem. Analysis of the 
three cases revealed several features of this malformation which 
are sufficiently characteristic to permit a clinical diagnosis. 
This diagnosis is of more than academic interest, because with 
cyanosis and a diminished pulmonary blood flow this malfor- 
mation may resemble the tetralogy of Fallot. In two of the 
authors’ cases operation to increase the blood supply to the 
lungs was undertaken. Both patients died after the operative 
procedure. In this malformation the displaced tricuspid valve 
divides the right ventricle into two parts, thereby causing the 
proximal portion to be continuous with the cavity of the right 
auricle. The anomalous valve is so arranged that it is com- 
petent. The myocardium of the right ventricle proximal to the 
malformed tricuspid valve is thin. The primary effect of the 
anomaly is to reduce the efficiency of the right heart. As 
the upper chamber cannot empty itself completely, it enlarges 
progressively. If the foramen ovale is incompletely sealed, it is 
opened, and venous blood is shunted from the right auricle into 
the left auricle and thence into the systemic circulation. The 
lower chamber, which receives less than the normal volume of 
blood, delivers an inadequate amount of blood to the lungs for 
oxygenation. The clinical manifestations are the delayed and 
insidious onset of cyanosis, which is out of proportion to the 
mild dyspnea and the easy fatigability. Physical examination 
shows excessive right heart enlargement, poor heart sounds 
usually associated only with a systolic murmur but sometimes 
also with a diastolic murmur and often with a gallop rhythm, 
and absence of signs of tricuspid insufficiency. There is roent- 
gen evidence of progressive cardiac enlargement and a concave 
pulmonary conus region and abnormally clear lung fields, fluoro- 
scopic visualization of diminished pulsations of the right side 
of the heart and absence of pulsations in the pulmonary arteries, 
electrocardiographic signs of delayed A-V conduction and of 
right bundle branch block, prolonged circulation time, oxygen 
unsaturation of the arterial blood and compensatory polycy- 
themia. Angiocardiography is helpful in confirming the diag- 
nosis and is safer in this malformation than cardiac 
catheterization. It is important to distinguish this malforma- 
tion, which cannot be helped by present types of surgery, from 
the tetralogy of Fallot, which is amenable to operation. 
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Coronary Insufficiency Due to Hemorrhage.—Master 
and his associates report on 103 consecutive cases in which 
hemorrhage was sufficiently severe to require treatment and in 
which one or more electrocardiograms were made. The gastro- 
intestinal tract was the source of bleeding in most of the 
patients. The 103 patients were divided into two groups accord- 
ing to whether signs of coronary insufficiency were present or 
absent. There were 59 patients who presented clinical or elec- 
trocardiographic evidence of acute coronary insufficiency; of 
these, 32 showed electrocardiographic changes alone, six only 
clinical findings and 21 both clinical and electrocardiographic 
evidence. The electrocardiographic changes consisted of flat or 
inverted T waves in 24 instances, RS-T depression in four cases 
and combined RS-T and T changes in 25 cases. The changes 
in circulatory dynamics associated with coronary insufficiency 
following hemorrhage included shock, tachycardia, drop in bleod 
pressure and decreased blood volume. Although anoxemia due 
to fall in hemoglobin was important, coronary insufficiency 
occurred also in the absence of anemia when signs of shock 
predominated. This emphasizes that rapidity of blood loss 
may be more significant than the amount. Twenty-two of the 
103 patients died after the hemorrhage, and 18 of these pre- 
sented signs of acute coronary insufficiency. Necropsy in 13 
cases revealed varied morphologic myocardial changes. The 
ischemic lesions were usually noted in the subendocardial region 
of the posterior wall, septum and papillary muscles of the left 
ventricle. Pericarditis and mural thrombosis were conspicuously 
absent. Although coronary arteriosclerosis and varying degrees 
of stenosis of the lumen were often present, acute coronary 
occlusion was not found. Hemorrhage is one of the most fre- 
quent and important precipitating causes of acute coronary 
insufficiency and assumes grave significance in patients whose 
coronary circulation is already impaired by antecedent heart 
disease such as coronary arteriosclerosis, aortic stenosis or 
enlarged heart. In such patients acute hemorrhage may be fol- 
lowed by myocardial ischemia of sufficient severity and duration 


‘to produce clinical, electrocardiographic and anatomic evidence 


of acute coronary insufficiency. The treatment for hemorrhage 
is adequate blood transfusion. Whole blood should be given 
especially early to patients in whom a predisposing factor of 
coronary insufficiency is suspected. 


Delaware State Medical Journal, Wilmington 
22:113-140 (June) 1950 
Few of the More Important Problems in Hip Joint of Child. A. S. 
Shands Jr. and F. P. Kreuz.—p. 113. 
*Hypersplenism and Splenectomy. T. Fitz-Hugh Jr. and J. W. Frost. 
— 22 
Sigitesaes of Single, Circular Lesions of Lung. B. M. Allen.—p. 128. 
Siamese Twins: Case Report. J. L. Fox and B. Barnes.—p. 132. 
Simple Bed-Side Test for Gastro-Colic Fistuta. H. S. Rafal.—p. 133. 
Principles of Early Management of Hand Injuries. Committee on 
Fractures of the American College of Surgeons.—p. 134. 
Hypersplenism and Splenectomy.—According to Fitz- 
Hugh and Frost, hypersplenism is an exaggeration, and per- 
haps a perversion, of splenic function resulting in reduction of 
one or more of the cellular elements of the blood. The modus 
operandi remains controversial. The “mechanical” hypothesis 
of cellular sequestration, phagocytosis and lysis by the spleen is 
opposed by the “hormonal” hypothesis of excessive marrow inhi- 
bition by the spleen. The authors believe that both mechanisms 
operate, but that neither accounts for all the facts. The authors 
differentiate between primary and secondary hypersplenism. 
The primary type includes (1) spherocytic hemolytic ictero- 
anemia (the familial type of Chauffard and Minkowski), (2) 
idiopathic thrombocytopenic purpura of Werlhof, (3) splenic 
neutropenia of Wiseman and Doan, (4) splenic panhematopenia 
of Doan and Wright and (5) hemolytic anemia (acquired type of 
Hayem and Widal). Secondary hypersplenism includes (1) 
lipid dystrophies, (2) chronic infectious (syphilis, malaria, tuber- 
culosis, kala-azar, brucellosis, rheumatoid arthritis with Felty’s 
syndrome, sarcoidosis, (3) disseminated lupus, periarteritis 
nodosa, (4) amyloidosis, (5) chronic congestive splenomegalies 
(Banti’s syndrome, portal cirrhosis, portal and splenic vein 
thrombosis) and (6) malignant splenomegalies (Hodgkin’s dis- 
ease, leukemia, lymphosarcoma, myeloma). Certain splenome- 
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galic anemias fail to respond to splenectomy. These include 
Mediterranean anemia (Cooley) sickle cell anemia and most 
chronic or paroxysmal hemoglobinurias. Pernicious anemia, 
once viewed as partly hypersplenic in nature, has dropped out 
of the splenectomy agenda. The authors list 100 cases in which 
splenectomy was performed at the Hospital of the University of 
Pennsylvania during the past 12 years. Twenty-six cases in 
which splenectomy was done for conditions other than hyper- 
splenism are excluded from further analysis. The 74 splenec- 
tomies for hypersplenism showed a surgical mortality of 4 per 
cent and an over-all mortality of 9 per cent. Worth while 
results were obtained in 85 per cent of the cases. The best 
results were obtained in the groups of familial hemolytic ictero- 
anemia (17 patients with zero mortality and a 100 per cent 
worth while score) and splenic neutropenia and panhematopenia 
(10 patients with zero mortality and 90 per cent worth while 
score). Although there are diagnostic difficulties and deficien- 
cies in current concepts of hypersplenism, the authors feel that 
the good results of splenectomy warrant careful extension to 
certain serious borderline cases of “possible hypersplenism.” 


Diseases of Chest, Chicago 
17:617-782 (June) 1950 
Primary Neoplasms of Lung. D. Carr, E. F. Skinner, S. G. Robbins 
and C. R. Kessler.—p. 618. 
Benign Tumors of Lungs with Special Reference to Adenomatous Bron- 
chial Tumors. A. Goldman and C. L. Conner.—p. 644. 
Metastatic Tumors of Lung. A. L. Banyai.—p. 681. 
Surgical Treatment of Carcinoma of Esophagus. E. M. Kent and S. P. 
Harbison.—p. 691. 
Tumors and Cysts of Mediastinum. W. S. Conklin.—p. 715. 
Tumors of Chest Wall. W. B. Condon and F. R. Harper.—p. 741. 
Tumors of the Pleura. L. L. Friedman.—p. 756. 


18:1-92 (July) 1950. Partial Index 


Primary Carcinoma of Lung. E. A. Graham.—p. 1. 
Tolerance and Effects of Lupulon in Man. S. M. Farber, J. M. Masten, 

H. H. Anderson and others.—p. 10. 

Diagnosis of Bronchial Stenosis. H. A. Lyons.—p. 16. 
*Management of Uncontrolled Pulmonary Tuberculosis Complicated by 

Endobronchial Tuberculosis. F. J. Menendez.—p. 27. 

Acquired Non-Malignant Esophago-Tracheobronchial Communications. F. P. 

Coleman and G. H. Bunch Jr.—p. 31. 

*Bronchogenic Carcinoma: Clinicopathologic Study of Fifty Autopsied 

Cases. T. T. Beeler Jr. and N. S. Irey.—p. 61. 

Uncontrolled Pulmonary Tuberculosis Complicated by 
Endobronchial Tuberculosis.—Menendez induced pneumo- 
thorax in 36 of 206 patients with endobronchial tuberculosis 
in an effort to control parenchymal disease. Atelectasis was 
noted immediately or shortly after induction of pneumothorax 
in 20 patients. In 14 of these reexpansion was not possible even 
when attempted early. Death resulted from progressive tuber- 
culosis in 16 of the 36 patients, and the start of a downhill 
course could be linked with induction of pneumothorax in the 
fatal cases. Anaerobic infection, progressive tuberculosis, 
empyema and unexpandable lung frequently occur when pneu- 
mothorax is used. Pneumothorax is contraindicated in bronchial 
tuberculosis except in patients with minimal parenchymal disease 
or those in whom the bronchial lesion has healed without 
appreciable stenosis. Thoracoplasty is the procedure of choice 
when pneumothorax is contraindicated. Pneumonectomy and 
lobectomy offer the only chance of restoration of health in 
severe fibrostenotic obstruction and pulmonary suppuration. 

Bronchogenic Carcinoma.—Beeler and Irey observed an 
increase in the percentage of bronchogenic carcinoma as proved 
by autopsies at Letterman General Hospital in San Francisco, 
from 1.2 in the decade of 1920-1929 to 2.7 in the period 1940- 
1948. The average duration of the disease was 11.7 months. 
Duration of illness for patients with squamous cell tumor was 
13.6 months, for patients with the small cell type 5.6 months 
and for adenocarcinoma 21.5 months. The onset of cough later 
in life or change in an already established cough was the most 
frequent first symptom in the 50 cases reported by the authors. 
Fever and leukocytosis were common in all cell types. Positive 
evidence of a pulmonary lesion was present in all 49 cases in 
which roentgenograms of the chest were taken. Definite opac- 
ities were visible in 33, and pleural effusion was present in 10. 
Bronchoscopic examination was done late in the course of the 
disease in many cases and an exploratory thoracotomy in only 
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four. Earlier diagnosis would result if lesions which had not 
changed for the better in three weeks’ time were investigated 
by bronchoscopy and by cytologic examination of sputum. If 
bronchoscopic examination is not decisive, an early thoracotomy 
is indicated. The average delay in diagnosis was approximately 
7.5 months from the onset of symptoms. The patient’s delay 
accounted for six months and the physician’s delay for 1.5 
months. Twenty-two patients had the squamous cell type of 
bronchogenic carcinoma; 20 had small cell carcinoma and eight 
had adenocarcinoma. Six patients had a tumor which presented 
a mixture of the three primary types. Seventy-eight per cent 
of the tumors arose centrally. Extrathoracic metastases could 
be demonstrated at necropsy in three fourths of the 50 cases, 
with the highest incidence in the small cell group. 


Electroencephalography and Clin. Neurophys., Boston 
2:125-244 (May) 1950. Partial Index 


Comparison Between Voluntary and Electrical Activation of Motor Units 
in Anterior Horn Cell Diseases: “Central Synchronization” of Motor 
Units. E. Kugelberg and D. Taverner.—p. 125. 

Some Observations on Brain Rhythms After Surgical Removal of Cerebral 
Hemisphere. S. Obrador and M. H. Larramendi.—p. 143. 

Electroencephalographic Changes After Hemispherectomy in Man. C. 
Marshall and A. E. Walker.—p. 147. 

Slow Wave Phenomena in Intensive Electroshock. E. Callaway.—p. 157. 

Encephalosyncope or Larval Epilepsy; Follow-Up. J. Kershman and 
R. C. A. Hunter.—p. 169. 4 

Relation of Dehydration of Brain to Spreading Depression of Leao. 
W. H. Marshall.—p. 177. 

Effect on Electroencephalogram of Transorbital Lobotomy. C. E. Henry. 
—p. 187. 


GP (J. Am. Acad. of Gen. Practice), Kansas City, Mo. 
2:1-128 (July) 1950 


Puzzling Causes of Weight Loss. C. F. Baumeister—p. 28. 

Nutrition in Surgical Patients. R. M. Jollinger and E. H. Ellison. 
—p. 37. 

Intestinal Obstruction. P. Thorek.—p. 41. 

Pathology of Hyperthyroidism. M. B. Dockerty.—p. 47. 

Gastrointestinal Hemorrhage. T. G. Miller.—p. 53. 

Current Digitoxin Controversy. C. H. Scheifiey.—p. 58. 


Journal of Clinical Investigation, Cincinnati 
29:491-638 (May) 1950 


Variability of Measurement of Inulin and Diodrast Tests of Kidney 
Function. D. F. Davies and N. W. Shock.—p. 491. 

Age Changes in Glomerular Filtration Rate, Effective Renal Plasma Flow, 
and Tubular Excretory Capacity in Adult Males. D. F. Davies and 
N. W. Shock.—p. 496. 

Further Experimental Attempts to Transmit Infectious Mononucleosis to 
Man. A. S. Evans.—p. 508. 

Studies of Plasma Volume Using Human Serum Albumin Tagged with 
Radioactive Iodine ™. K. R. Crispell, B. Porter and R. T. Nieset. 
—p. 513. 

Comparison of Volume of Distribution, Renal and Extrarenal Clearances 
of Inulin and Mannitol in Man. I. L. Schwartz, E. S. Breed and 
M. H. Maxwell.—p. 517. 

Mechanisms of Edema Formation in Chronic Experimental Pericarditis 
with Effusion. A. P. Fishman, J. Stamler, L. N. Katz and others. 
—p. 521. 

Effects of Lipotropic Factors on Phospholipide Turnover in Plasma of 
Normal Persons as Indicated by Radioactive Phosphorus. W. E. 
Cornatzer and D. Cayer.—p. 534. 

Effects of Lipotropic Factors on Phospholipide Turnover in Plasma of 
Patients with Cirrhosis of Liver, as Indicated by Radioactive Phos- 
phorus. W. E. Cornatzer and D. Cayer.—p. 542. 

Metabolism of Glucose and Electrolytes in Diabetic Acidosis. D. W. 
Seldin and R. Tarail—p. 552. 

Effect of Choline and Methionine, Testosterone Propionate, and Dietary 
Protein on Nitrogen Balance in Patients with Liver Disease. G. J. 
Gabuzda Jr., R. D. Eckhardt and C. S. Davidson.—p. 566. 

Lung Ventilation Patterns Determined by Analysis of Nitrogen Elimina- 
tion Rates; Use of Mass Spectrometer as Continuous Gas Analyzer. 
J. S. Robertson, W. E. Siri and H. B. Jones.—p. 577. 

Renal and Adrenal Mechanisms of Salt Conservation: Excretion of 
Urinary Formaldehydogenic Steroids and 17-Ketosteroids During Salt 
Deprivation and Desoxycorticosterone Administration. W. H. Daugha- 
day and C. M. MacBryde.—p. 591. 

Studies of Pulmonary Circulation in Man at Rest. Normal Variations and 
Interrelations Between Increased Pulmonary Blood Flow, Elevated 
Pulmonary Arterial Pressure, and High Pulmonary “Capillary” Pres- 
sures. L. Dexter, J. W. Dow, F. W. Haynes and others.—p. 602. 

Depression of Apparent p-Aminohippurate Extraction Ratio by Glucose. 
D. S. Baldwin, G. E. Schreiner, E. S. Breed and others.—p. 614. 

Anabolic Effects of Chorionic Gonadotropin in Normal Young Men. R. L. 
Landau, K. Knowlton, K. Lugibihi and others.—p. 619. 

Replacement of Streptomycin-Resistant Coliform Bacteria in Stools by 
Streptomycin-Sensitive Variants During and Following Cessation of 
Streptomycin Therapy. M. Hamburger and J. R. Berman.—p. 630. 





wo 


h(n. A’ h-- n-ne 











Votume 144 
NUMBER 


Journal of Immunology, Baltimore 
64:447-522 (June) 1950 


Factors Affecting Propagation of Theiler’s GDVII Mouse Encephalo- 
myelitis Virus in Tissue Cultures. H. E. Pearson.—p. . 

Non-Pathogenic Bartonella-Like Organism Developing in Embryonate Eggs 
After Injection with Haemobartonella Muris. L. Laskowski, H. Pinker- 
ton and D. Greiff.—p. 455. 

Physiological Study of Virus Parasitism: 
Oxygen Uptake of Individual Embryonated Eggs. 
R. A. Siem and V. R. Scholljegerdes.—p. 463. 

Id.: Il. Effect of Environmental Temperature on Rates of Oxygen Con- 
sumption of Normal Eggs and Eggs Infected with Newcastle ‘Disease 

W. F. McLimans, R. A. Siem, B. C. Mark and E. Pinska. 


I. Method for Determining 
W. F. McLimans, 


Virus. 
—p. 475. 

Zone of Localization of Antibodies VIII. Properties of Antigen 
Responsible for Renal Localization of Anti-Kidney Serum. = 4 
Eisen and D. Pressman.—p. 487. 

Amino Acids Present in Allantoic Fluid Proteins from Chick Embryos 
Infected with Influenza Virus. S. S. Kalter.—p. 499. 

Studies with Rho (D) Antigen. C. Howe and R. Rustigian.—p. 505. 


Journal of International College of Surgeons, Chicago 
13:467-664 (May) 1950. Partial Index 


Max Thorek, the Surgeon. H. W. Meyerding.—p. 470. 

Mediastinal Cyst: Report of 12 Cases. R. Paolucci and E. Tosatti. 
—p. 472. 

My Experience with Total Gastrectomy. H. Finsterer.—p. 482. 

Management of Duodenal Stump in Operation for Penetrating Ulcer. 
A. Monteiro.—p. 489. 

Polyposis of Stomach with Intussusception into Duodenum. V. Z. Cope. 
—p. 497. 

Basic Factors in Scientific Research. 

Simpler and Safer Proctosigmoidectomy. 

Parot:d Gland Tumors and Their Surgical Management. 
and J. W. McCallister.—p, 523. 

Study Based on Forty-One Years of Thyroid Surgery. A. Crotti.—p. 530. 

Fracture Dislocation of Acetabular Rim with Dislocation of Hip and 
Traumatic Sciatic Paralysis. H. W. Meyerding and H. R. Walker. 
—p. 539. 

Local Causes of Mortality and Early Morbidity in Gastroduodenal Resec- 
tion for Peptic Ulcer. R. Nissen.—p. 549. 

Intravenous Sodium Dehydrocholate in Treatment of Hepatic Duct Stones: 
Report of Case and Review of Literature. I, F. Stein Jr., H. S. Lans 
and K. A. Meyer.—p. 554. 

Surgical Management of Lesions of Distal Bowel. H. E. Bacon and 
I. Sauer.—p. 592. 

Recent Trends in Esophageal Surgery. 

Hypertension Treated by Subtotal 


DeCourcy.—p. 619. 
13:665-814 (June) 1950 


Technical Problems in Surgery of Chronic Duodenal Ulcer. 
Sheppard.—p. 665. 

My Experience with Total Gastrectomy. H. Finsterer.—p. 675. 

*Experimental Induction of Acute Gastric Ulcers with Histamine in 
Beeswax. T. Olovson.—p. 687. 

Study Based on Forty-One Years of Thyroid Surgery. A. Crotti—p. 697. 

Meckel’s Diverticulum: Study of Fifty Cases. D. C. Collins.—p. 721. 

Duodenal Obstruction. J. Hertz.—p. 729. 

Prolonged Postanesthetic Depression and Apnea Attributed to Decamethyl 
ene-bis (Trimethylammonium Bromide). M. Sadove, D. W. 
MacFarlane and E. W. Pelikan.—p. 745. 

Nitrofurazone in Skin Grafting. J. H. Meyer.—p. 748. 

Resection-Angulation Operation for Arthritis and Ankylosis of Hip. 
H. Milch.—p. 750. 

Use of Anticoagulants in Small Hospitals. M. Weinstein and M. Roberts. 
—p. 757. 

Contributions to Therapy of Varicose Complex. E. J. Orbach. —p. 765. 
*Polyposis of Colon. H. Acuff.—p. 772. 

New Surgical Treatment for Keratoconus. 
Benbow.—p. 782. 

Gastric Ulcers Induced by Histamine in Beeswax.— 
Olovson injected histamine in beeswax in 49 guinea pigs. Each 
animal received a single intramuscular injection in doses of 0.1 
to 10 mg. The animals were killed 24 hours after the injec- 
tion. The smallest dose with which ulcers were induced was 
0.5 mg., and the smallest dose after which perforating ulcers 
occurred was 2.5 mg. Ulcers occurred in 16 of 19 animals 
(84 per cent) given injections of 5 mg. Perforating ulcers 
were observed in nine of these 16 animals. Perforating ulcers 
occurred in 15 of 31 animals given injections of 2.5 to 10 mg. 
Ulcers were observed in the stomach, in the duodenum or in both 
organs simultaneously. There was considerable preponderance 
of duodenal ulcers. The ulcers were of two types: solitary, 
well circumscribed ulcers, and multiple, extensive, superficial, 
irregular ulcers with a pronounced tendency to bleed. The for- 
mer type was commoner and was observed both in the duodenum 
and in the stomach. The latter type was observed in the 
stomach alone. An additional series of 15 guinea pigs were 


M, Fishbein.—p. 499. 
W. W. Babcock.—p. 515. 
-R. W. McNealy 


. P. Thorek.—p. 604. 
Bilateral Adrenalectomy. J. L. 


F. A. B. 


P. M. Georgariou and J. T. 


given an injection of 5 mg. of histamine, and the animals were 
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killed half an hour to six hours after the injection. A solitary 
hemorrhage was observed in the mucous membrane of the 
stomach of one animal after half an hour. Microscopic ulcers 
occurred in other animals after one hour and macroscopically 
evident ulcers after three hours. The entire ulcerous process 
from onset to perforation may be completed in less than 24 
hours. The changes induced in the mucous membrane by hista- 
mine seem to be localized exclusively in the region of the ulcer, 
the mucous membrane outside the ulcer presenting a normal 
picture. 

Polyposis of Colon.—Acuff treated 74 patients for polyposis 
of the colon. The polyps were successfully excised and ful- 
gurated through the rectum in 32 patients with small to medium- 
sized polyps situated within the distal 25 cm. of the descending 
colon and rectosigmoid. Colotomy, through which the growth 
was removed and the base excised, was performed in 19 patients. 
Subtotal colectomy was performed in eight patients. Three 
patients were treated by a single-barreled ileostomy and sec- 
ondary subtotal colectomy with ileosigmoidostomy. Ten polyps 
in the sigmoid were malignant, with metastases to the liver. A 
subtotal colectomy was performed in these, with an anterior 
rectosigmoid anastomosis. There were two cases of extensive 
polyposis with ulcerative colitis. Total colectomy was done with 
the ileum anastomosed to the lower part of the rectum and 
preservation of the anal sphincter. Five year cures were 
obtained in 42 patients. There were 12 deaths, 13 patients were 
improved and polyps recurred in seven. The high incidence of 
cancer associated with polyposis is stressed, and the importance 
of more frequent and adequate examination of the colon and 
thorough preexamination preparation of the patient are empha- 
sized. The cooperation of gastroenterologist, proctologist, 
roentgenologist and surgeon is urged in the study of lesions of 
the colon. 


Journal of Investigative Dermatology, Baltimore 
14:391-490 (June) 1950 


Alopecia Areata: Statistical Study and Consideration of Endocrine Influ- 
ences. S. A. Walker and S. Rothman.—p. 403. 

Lichenoid Tuberculid: Clinical and Histopathologic Study. O. E. Ockuly 
and H. Montgomery.—p. 415. 

*Aureomycin in Treatment of Granuluma Inguinale and Lymphogranuloma 
Venereum. V. S. Wammock, R. B. Greenblatt, R. B. Dienst and 


others.—p. 427. 
The Intermediate Zone (Immune, Refractory, Anemic, Depigmented 


Zone): Preliminary Investigation. E. Kuznitzky.—p. 435. 

Response of Sweat Glands to Some Locally Acting Agents in Human 
Subjects. H. D. Janowitz and M. I. Grossman.—p. 453. 

Studies in Allergy of Infection: II. Histologic Responses of Skin to 
BCG Vaccination in Various Categories of Tuberculin Sensitivity. 
M. Leider and A. B. Hyman.—p. 459. 

Biological Significance of Roentgen. A. Mutscheller.—p. 471. 
Aureomycin in Granuloma Inguinale and Lymphogranu- 

loma Venereum.—Wammock and her associates report on 
50 cases of granuloma inguinale and 20 cases of lymphogranu- 
loma venereum treated with aureomycin. They found aureo- 
mycin to be effective in the treatment of granuloma inguinale. 
The four patients who received aureomycin parenterally failed 
to ‘respond, but the lesions of 19 of the 20 patients healed with 
one course of orally administered aureomycin. Only one 
relapse occurred, three months after treatment, but the lesion 
responded to retreatment with the same drug. The minimum 
effective dose of aureomycin in granuloma inguinale appears to 
be 20 Gm. given in a period of 10 days. Prolonged therapy 
is required for the cure of extensive lesions. In patients with 
lymphogranuloma venereum aureomycin proved more effective in 
late than in early manifestations. There were 11 patients with 
rectal strictures and/or proctitis; the results were good in six 
and fair in three of the nine who tolerated the drug. Treat- 
ment had to be discontinued in the other two on account of 
vomiting. Proctitis caused by lymphogranuloma venereum like- 
wise responds well to aureomycin. Those with rectal strictures 
were greatly improved when daily manual dilatations were 
done during the course of aureomycin therapy. Colostomies can 
be almost entirely avoided. Ulcerative lesions of lymphogranu- 
loma venereum respond poorly. The minimum effective dose 
for buboes is between 20 and 30 Gm. of aureomycin given in 
individual doses of 500 mg. four times daily. For proctitis and 
rectal strictures, approximately 40 to 80 Gm. is required. 
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Minnesota Medicine, St. Paul 
33:553-656 (June) 1950 


Advantages and Limitations of Quantitative VDRL Slide Test. A. C. 
Kimball and H. Bauer.—p. 573 

Clinical Application of Quantitative Reports of Serologic Tests for 
Syphilis. F. W. Lynch.—p. 579. 
Progress in Maternal and Infant Health in Minnesota: Statistical Study 
of Decade 1939-1949. A. B. Rosenfield and J. W. Brower.—p. 582. 
Solitary Pyogenic Liver Abscess: Review of Literature and Report of 
Case. L. M. Larson and J. H. Rosenow.—p. 588. 

Subfascial Fat Abnormalities and Low Back Pain. R. J. Dittrich.—p. 593. 

Hemolytic Transfusion Reaction in Obstetrics: Report of Case. A. W. 
Arnold.—p. 597. 

Placental Polyp Simulating Chorionepithelioma: Report of Case. F. H. 
Magney.—p. 601. 


Nebraska State Medical Journal, Lincoln 
35:165-200 (June) 1950 
SYMPOSIUM ON PSYCHOSOMATIC MEDICINE 


Psychosomatic Medicine, General Considerations. F. R. Barta.—p. 173. 
Psychosomatic Aspects of Cardiorespiratory Diseases. M. W. Barry. 





—p. 177. 
Psychosomatic Disorders of Muscles, Bones and Joints. W. P. Jensen. 
—p. 179. 
Psychosomatic Medicine, Skin and Its Appendages. W. E. Kelley. 
—p. 182. 
Laboratory Tests and Brucellosis. L. O. Vose.—p. 184. 


New England Journal of Medicine, Boston 
242 :923-962 (June 15) 1950 
*Pulmonary Embolism: Evaluation of Policy for Prophylaxis and Therapy. 
D. V. Baker Jr., R. Warren, J. Homans and D. Littmann.—p. 923. 
Oral Administration of Aureomycin in Treatment of Certain Dermatoses. 

J. L. Grund.—p. 928. 

Evaluation of Chlor-Trimeton Maleate in Hay Fever and Variety of 

Allergic Diseases. N. E. Silbert.—p. 931. 

*Fatal Hepatorenal Syndrome Associated with Phenurone Therapy. R. W. 

Levy, D. J. Simons and S. Aronson.—p. 933. 

Serious Side Effects of Newer Antiepileptic Drugs: Their Control and 

Prevention. J. A. Abbott and R. S. Schwab.—p. 943. 

Pulmonary Embolism.—Baker and his associates employed 
both venous interruption and anticoagulant therapy for the con- 
trol of pulmonary embolism. These measures were employed 
for prophylaxis and for treatment. Prophylactically the mea- 
sures were used in all patients considered likely candidates for 
embolism, that is for all patients over 40 years of age about 
to undergo enforced prolonged bed rest following an operation 
or a major injury. Anticoagulants were used in these patients 
unless there were contraindications, such as a coagulation defect, 
contemplated second stage surgery or a large open wound. 
Bilateral interruption of the femoral vein was used if such con- 
traindications were present. Definitive treatment meant mea- 
sures to control pulmonary embolism in a patient who presents 
evidence of intravascular thrombosis, such as thrombophlebitis, 
a pulmonary embolism or both. In this group bilateral interrup- 
tion of the superficial femoral vein was used for patients with 
presumptive pulmonary embolism. Anticoagulants were 
employed for patients with phlebitis without pulmonary embo- 
lism and for the large group of patients in whom pulmonary 
embolism was a possibility but in whom the diagnosis was not 
clear. The incidence of fatal embolism was 0.19 per cent of 
hospital admissions and 0.03 per cent of postoperative cases. 
Possible sources of embolism were found in 17 cases, but many 
of these patients demonstrated more than one source, so the 
total possible sources amounted to 30. Twenty of these were 
in vessels other than the femoral or calf veins. Femoral vein 
interruption might have been of value in six of the 17 patients. 
Four of the seven patients who had massive embolism were, 
moreover, in this group of six. The diagnosis of thrombo- 
embolism was made prior to death in only 11.1 per cent of all 
deaths from embolism and, in retrospect, might possibly have 
been made in 33.3 per cent. Death from pulmonary embolism 
occurred in one case despite adequate use of dicumarol® and in 
four despite femoral vein interruption. 

Death After Phenurone® Therapy.—Phenurone® (alpha- 
phenylacetourea) is a new anticonvulsant drug reported to be 
of value in psychomotor epilepsy. Levy and his collaborators 
describe a fatal hepatorenal syndrome in a patient treated with 
the drug. The patient was in good health prior to therapy with 
phenurone®. Severe kidney and liver disease developed within 
three months. Pathologic findings substantiated the clinical 
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impression of severe hepatitis and lower nephron nephrosis. An 
additional case of liver failure in association with phenurone® 
is reviewed with a brief discussion of the clinical course and 
necropsy findings. ° 


New Orleans Medical and Surgical Journal 
102:591-666 (June) 1950 

Problem of Primary Dysmenorrhea. E. Novak.—p. 591. 

Analysis of Treatment in Primary Dysmenorrhea. H. Leidenheimer Jr. 

Dinchosle nd Management of Patients with Chronic Recurrent Headache. 
H. H. Merritt.—p. 599. 

Treatment of Preeclampsia-Eclampsia. W. J. Dieckmann.—p. 604. 

Eye in Diseases of Nervous System. E. L. Goar.—p. 609. 

Heart Disease in Shreveport Charity Hospital. B. Harris, W. M. Allums, 

E. Holoubek and A. B. Holoubek.—p. 613. 

Perforation of Ovarian Cystic Teratoma into Rectosigmoid Pe ce 
Puerperium). D. C. Kimball and E. J. Crawford.—p. 6 

Digitoxin or Digitalis Leaf: With Special Reference to Toxicity of 
Digitoxin. A. M. Goldman.—p. 618. 

“Value of Electroencephalography in Diagnosis of Brain Tumors: Com- 
parison with Other Commonly used Technics. S. C. Little and J. B. 
Sutton.—p. 627. 

“Relationship Between Human Breast Carcinoma and Sex Hormones. 
P. D. Abramson.—p. 637. 

Electroencephalography in Diagnosis of Brain Tumors. 
—The clinical diagnosis, plain roentgenograms of the skull, air 
studies and electroencephalograms of 62 patients with verified 
brain neoplasm were analyzed by Little and Sutton in regard 
to the ability of these various technics to predict the site and 
the speed of its growth. The air studies, though not without 
danger, were most accurate as to lateralization (91 per cent) 
and localization (79 per cent). The clinical features offered the 
best indicator of the speed of growth and probable histologic 
type of the lesion in all types of tumor, the plain skull films 
being a useful and nontraumatic adjunct in the very slowly 
growing calcified lesions. The clinical aspects of the case plus 
air studies gave the best results in posterior fossa lesions. Air 
studies were frequently the only clearly diagnostic test in mid- 
line and basal lesions. The diagnostic accuracy of all technics 
was greater in supratentorial than in posterior fossa lesions 
The electroencephalogram was able to lateralize the neoplasm 
in 81 per cent and localize its site in 57 per cent. Localization 
was best in supratentorial glioblastomas (80 per cent), next best 
in supratentorial astrocytomas (70 per cent) and poor in supra- 
tentorial meningiomas (33 per cent). When eight channel appa- 
ratus was used, the accuracy of lateralization increased to 94 
per cent and localization to 73 per cent. The electroencephalo- 
gram was not a reliable indicator of the speed of growth of the 
neoplasm or its probable histologic type. 

Breast Carcinoma and Sex Hormones.—Abramson states 
that information as to the relationship between the sex hor- 
mones and breast cancer can be obtained by analyzing two types 
of data: first, the relationship between breast cancer and the 
removal of the principal endogenous source of the sex hormones, 
namely, the gonads (the ovaries in the female and the testes 
in the male); second, the relationship between breast cancer 
and the administration of estrogens and androgens. Reviewing 
the literature and his own observations he arrives at the fol- 
lowing conclusions: 1. Estrogens and androgens when used in 
properly selected cases have a profound influence on breast can- 
cer and its metastasis in about one third of the cases, but such 
an improvement is temporary. 2. There is some evidence to 
suggest that naturally occurring estrogens, either originating 
from the ovary or the adrenal, are concerned in the original 
breast carcinoma. 3. There is no clinical evidence to date that 
indicates clearly that estrogens in the dosage at present utilized 
are capable of producing carcinoma of the breast. 


Northwest Medicine, Seattle 
49:339-422 (June) 1950 


Growth of Neurotropic Viruses: in Extraneural Tissues: Preliminary 
Report on Propagation of Poliomyelitis Virus (Lansing and Hof. 
Strains) in Cultures of Human Testicular Tissue. W. M. Smith, 
V. C. Chambers and C. A. Evans.—p. 368. 

Pregnancy Complicating Hodgkin’s Disease. A. G. Zoet.—p. 373. 

Improved Tidal Irrigator. O. A. Nelson and A. W. Kretz.—p. 374. 

Treatment of Chronic Brucellosis with Aureomycin. W. B. Leftwich. 
—p. 376. 

The Blind Baby. A. de Roetth Sr.—p. 380. 

Hoarseness. T. D. Douglas Jr.—p. 383. 

Insulin and Insulin Mixtures. O. C. Olson.—p. 385. 
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Oklahoma State Medical Assn. Jour., Oklahoma City 
43:179-254 (May) 1950 


Diagnosis and Treatment of Sinus and So-Called Sinus Disease. C. D. 
Blassingame.—p. 182. 

Chronic Maxillary Sinusitis. T. G. Wails.—p. 186. 

Malignant Melanoma. S. Binkley.—p. 189. 

Medical Aspects of Speech and Hearing Disorders. L. C. McHenry. 


—p. 193 
Diagnosis and Treatment of Intervertebral Disc Lesions in Low Back. 


J. A. Key.—p. 198. 


43:255-310 (June) 1950 


Multiple Myeloma. P. E. Russo and H. R. Bender.—p. 257. 

Summary of Ten Years of Gynecological Service at University Hospital. 
G. Penick.—p. 261 

Surgical Treatment of Peptic -Ulcer with Presentation of Case. F. A. 
Hudson and E. E. Chambers.—p. 265. 

Relation of Psychology to Surgery. L. R. Ritzhaupt.—p. 267. 

Early Ambulation of Surgical Cases. J. V. Athey.—p. 269. 


Pennsylvania Medical Journal, Harrisburg 
53:577-672 (June) 1950 


Dermatitis and Fabrics. L. Schwartz.—p. 593. 

Medicolegal Aspects of Silicosis Problem. P. Hertzler.—p. 599. 

Second Five-Year Report on Poliomyelitis in Allegheny County 1945- 

1949 Inclusive. W. H. Robinson.—p. 605. 

Mammaplastic Procedures in Female. H. May.—p. 609. 

Undergraduate Teaching of Public Health and Preventive Medicine 

in Medical School. P. F. Lucchesi and C. L. Brown.—p. 613. 

Hysterectomy—Indications and Contraindications. E. J. Bateman. 
17 


—p. 617. 
Pennsylvania’s State Rheumatic Fever Program. J. P. Hubbard. 


—p. 620. 


Philippine Medical Association Journal, Manila 
26:101-144 (March) 1950 


High Spinal Anesthesia at North General Hospital: Preliminary Report. 
L. Salas-Curtin, V. Nafiagas and H. Bafiuelos.—p. 1. 

Drainage in Emergency Appendectomy. V. T. Santos.—p. 107. 

Is Chinese Ham a Public Health Menace? P. I. de Jesus.—p. 113. 

Diseases Commonly Encountered in Tobacco Factories: Methods of 
Minimizing Them: Preliminary Report. J. S. Santillan, A. A. Gorospe 
and J. D. Meiiez.—p. 116. 

Significance and Evaluation of Serologic Titer in Diagnosis of Syphilis. 
R. C. Garcia.—p. 121. 

Hemorrhagic Diseases in Philippines. E. Stransky and A, P. Jongco. 
—p. 125. 


Postgraduate Medicine, Minneapolis 
7:385-476 (June) 1950 

Digitalis in Cardiac Disease Without Congestive Heart Failure or Auricu- 

lar Fibrillation. F. R. Schemm.—p. 

Immediate Gastrectomies in Acute Perforations. P. Banzet.—p. 391. 
*Lempert Decompression Operation for Hydrops of Endolymphatic Laby- 

rinth in Méniére’s Disease. J. Lempert.—p. 397. 

Epithelioma of Anus. H. B. McQuarrie and L. A. Buie.—p. 402. 

Operation for Méniére’s Disease.—Experiences following 
labyrinthine surgery for Méniére’s disease and observations in 
the course of his fenestration operation for otosclerosis and 
studies on the ears of Rhesus monkeys induced Lempert to 
develop a new surgical technic for Méniére’s disease. The 
operation produces atraumatic and aseptic degeneration of both 
the vestibular and cochlear portions of the endolymphatic laby- 
rinth for the cure of both vertigo and tinnitus of Méniére’s 
disease. The technic has the following advantages: 1. Trans- 
tympanic drainage of the vestibular perilymph by the removal 
of the stapes and of the cochlear perilymph by removal of the 
round window membrane without opening the mastoid process 
or traumatizing the endolymphatic labyrinth results in aseptic 
degeneration of the entire endolymphatic labyrinth and of the 
organ of Corti. 2. The recurrence of endolymphatic hydrops is 
prevented by effecting complete degeneration of the entire 
endolymphatic labyrinth. 3. Such atraumatic aseptic degen- 
eration of the endolymphatic labyrinth can result in the cure of 
both the vertigo and the tinnitus of Méniére’s disease. Of.the 
15 patients operated on with this technic, 12 were free of 
both vertigo’ and tinnitus. Three were free of vertigo but 
not entirely of tinnitus, though the intensity of the tinnitus even 
in these cases diminished. 4. Because the postoperative inflam- 
matory reaction following this technic is of a minimal degree, 
the convalescence is much more rapid and attended by much less 
discomfort. 
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Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
25:345-376 (June 21) 1950 


SYMPOSIUM ON RESPIRATORY OBSTRUCTION IN INFANCY 
AND CHILDHOOD 

Diagnosis of Obstructive Lesions of Respiratory Tract of Children. 
B. G. Logan.—p. 346. 

Endobroncnial Foreign Bodies. W. V. Leary.—p. 353. 

Vascular “Rings’’ Producing Respiratory Obstruction in Infants. J. W. 
Kirklin and O. T. Clagett.—p. 360. 

Branchial Cyst as Cause of Respiratory Obstruction in Infancy. G. H. 
Hanlon and W. D. Seybold.—p. 367. 

*Use of Milk to Control Vomiting Caused by Aureomycin. L. G. Bartholo- 

mew and D. R. Nichols.—p. 370. 

Milk for Control of Vomiting Caused by Aureomycin. 
—Bartholomew and Nichols say that, although aureomycin is 
readily absorbed after oral administration, the effectiveness and 
ease of this method is often seriously impaired by the nausea 
and vomiting which may be produced by the aureomycin. 
Aluminum hydroxide gels, milk and various alkalis have been 
administered simultaneously with the aureomycin in attempts to 
alleviate the gastrointestinal irritation. Recent studies demon- 
strated that the absorption of aureomycin into the blood stream 
is impaired when aluminum hydroxide gels are administered 
simultaneously. The authors found the administration of 200 
cc. (one glass) of milk simultaneously with the aureomycin most 
effective. Of a group of 50 patients receiving this combina- 
tion, only four experienced significant nausea and vomiting. 
Studies using milk with the aureomycin were carried out in 
order to ascertain whether the milk interfered with the absorp- 
tion of aureomycin. The levels of aureomycin in the serum 
after the administration of 750 mg. of aureomycin with 200 cc. 
of milk are approximately the same as the levels obtained when 
750 mg. of aureomycin is given alone to fasting patients. 


Psychiatric Quarterly, Utica, N. Y. 
24:227-436 (April) 1950 


Behavioral Concepts and Psychotherapy. D. W. Cameron.—p. 227. 

‘Rorschach Test and Questions~of “Prognosis” amd “Recovery” in 
Syphilitic Meningo-Encephalitis. G. M. Davidson and R. C. Conkey. 
—p. 243. 

Educational Therapy in Public Mental Hospital. N. Bigelow and B. 
Clark.—p. 259. 

Further Studies on Depersonalization. E. Bergler.—p. 268. 

Chloral Delirium. E. L. Margetts.—p. 278. 

Psychological Factors in Shock Therapy. H. Gershman.—p. 300. 

Study of Mental Status of Schizophrenics Hospitalized for Over 25 
Years into Their Senium. D. Riemer.—p. 3 

Experiences in Group Psychotherapy with Insulin- Treated Patients. 
H. B. Wender.—p. 314. 

Case of Conjugal Psychosis. S. A. Prins.—p. 324. 

Psychosis of Association: Folie 4 Deux: Case Presentation. R. Zabar- 
enko and J. A. Johnson.—p. 338. 

Use of Intravenous Sodium Amytal in Psychiatric Feeding Problems. 
P. P. Steckler and L. Harris.—p. 345. 

Psychodynamic Modification of Electric Shock Treatment. J. R. Jacob- 
son.—p. 350. 

Psychiatric Problems of poem from Standpoint of Prophylaxis. 
L. Linn and P. Polatin.—p. 375 


Psychosomatic Medicine, New York 
12:141-214 (May-June) 1950 
*Stress and Adrenal Cortex with Special Reference to Potassium Metabo- 
lism. H. Hoagland.—p. 142. 
Adaptive Reaction to Stress. H. Selye and C. Fortier:—p. 154 
Anxiety, HCl Secretion, and Peptic Ulcer Etiology. G. F. Mahl. 
—p. 158. 
Association of Certain Vegetative Disturbances with Various Psychoses. 
D. Ross, J. Hay and M. F. McDowall. —P. 170. 
Incidence of Certain Vegetative Disturbances in Relation to Psychosis. 
W. D. Ross, J. Hay and M. F. McDowall.—p. 179. 
Life Situations, Emotions, and Graves’ Disease. T. Lidz and J. C. 
Whitehorn.—p. 184. 
Psychocutaneous Conditioning During First Two Weeks of Life. 
P. F. Durham Seitz.—p. 187 
Adrenal Cortex Response to Stress with Respect to 
Potassium Metabolism.—Hoagland studied adrenal stress 
responses in 200 normal persons and in 100 schizophrenic male 
patients. Stresses included exposures to cold, heat and high 
humidity and the prolonged operation of an airplane-type pur- 
suit meter which measures fatigability quantitatively. The 
stresses, while varying in effectiveness, enhanced the adrenal 
activity of the normal persons as reflected in poststress per- 
centage changes from pretest levels of the various urinary and 
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blood indexes. Measured aspects of psychomotor fatigability 
could be correlated with levels of adrenal cortex response to 
the same stress in different persons. Oral administration of the 
synthetic steroid A 5-pregnenolone in 50 to 100 mg. doses 
significantly improved prolonged psychomotor performance. 
The schizophrenic patients, in general, displayed abnormal and 
inadequate adrenal responses as compared with controls. The 
abnormalities of their adrenal stress responses appeared to lie 
specifically at the level of the ability of their adrenal cortex to 
respond either to endogenous or exogenous pituitary adreno- 
corticotropic hormone (ACTH). The fact that steroids modify 
both brain electrolytes and certain aspects of brain function is 
suggestive in relation to the author’s observation of abnormal 
adrenal stress responses in schizophrenic patients. Normal men, 
in contrast with most schizophrenic patients, fluctuated in rate 
of potassium excretion with modification of rates of release 
of their adrenal steroids in response to a wide variety of stresses. 
Experiments on rats showed that potassium may be lost from 
the brain of animals in response to stress and that this loss 
may be prevented by certain steroids. Failure of normal move- 
ment of tissue potassium accompanying a wide variety of stresses 
may play a cumulative part in the development of schizophrenic 
behavior characterized by the establishment of conditioned 
responses involving inappropriate affect and disturbances of 
association, attention and consciousness. 


Radiology, Syracuse, N. Y. 
54:803-958 (June) 1950 
SYMPOSIUM ON CANCER OF CERVIX UTERI 


Arneson.—p. 


Introduction. A. N. 803. 
The Early Lesion. G. A. 


Diagnosis of Cancer of Cervix: Galvin. 
—p. 8 

E. Henriksen.—p. 812. 

G. A. Galvin.—p. 815. 

E. Henriksen.—p. 819. 


Dispersion of Cancer of Cervix. 
Classification of Cervical Cancer. 
Surgical Treatment of Cancer of Cervix. 


Radium Treatment of Carcinoma of Cervix Uteri. J. F. Nolan, 
W. E. Costolow and L. DuSault.—p. 821. 

Roentgen Treatment of Cancer of Cervix. G. H. Fletcher.—p. 832. 

Angidcardiography in Congenital Heart Disease of Cyanotic Type: 


II. Observations on Tricuspid Stenosis or Atresia with Hypoplasia 
of Right Ventricle. R. N. Cooley, R. D. Sloan, C. R. Hanlon and 
H. T. Bahnson.—p. 848. 

Simple Serialographic Technic for Cerebral Angiography. 
berg and J. R. Simpson.—p. 869 

Use of Gastric Mucin as Barium Suspension Medium: 
Report. G. H. Alexander and R. E. Alexander.—p. 875. 

Use of Micropulverized Barium Sulfate in X-Ray Diagnosis: Pre- 
liminary Report. W. Adolph and G. V. Taplin.—p. 878. 


L. S. Rosen- 


Preliminary 


Review of Gastroenterology, New York 
17:413-524 (June) 1950 

Appraisal of Current Methods for Treatment of Portal Hypertension. 
C. S. Welch and A. D. Callow.—p. 423. 

“Effect of Resection of Sympathetic and Parasympathetic Innervation of 
Stomach upon Gastric Acidity. R. H. Smithwick and J. J. Kneisel. 
—p. 439. 

Cancer of Large Bowel—Operative Considerations. 

Ulcerative Colitis. D. D. Berlin.—p. 464. 

Facts and Problems of Hepatitis (Part I). B. O. 
R. Upham.—p. 469. 

Blood Test for Cancer. M. M. Black.—p. 481. 

Corticodiencephalic Gastrointestinal Syndromes in Epileptics (Part VI). 
T. S. P. Fitch, A. W. Pigott and S. M. Weingrow.—p. 488. 

Effect of Sympathectomy on Innervation of Stomach 
and on Gastric Acidity.—Smithwick and Kneisel state that, 
to the extent that gastric hydrochloric acid production is gov- 
erned by neurogenic and chemical factors, four groups exist, 
comprising the possible combinations of preponderant activity 
of one or the other factor, marked action of both, or generally 
low activity. The authors aimed to demonstrate the effect of 
varied surgical maneuvers on each of these factors, but with 
the major emphasis on physiologic factors which might operate 
during life rather than on potent stimuli which probably occur 
only in the laboratory. They found that splanchnicectomy does 
not augment free hydrochloric acid levels. Vagotomy lowers 
hydrochloric acid production. Combination of splanchnicectomy 
with vagotomy produces essentially the effect of vagotomy 
alone on gastric free hydrochloric levels. Fifty per cent gastric 
resection lowers hydrochloric acid levels. Two-thirds to four- 
fifths gastric resection produces an effect similar to 50 per cent 
gastric resection. Three-quarters to four-fifths gastric resection 
produces a comparable effect except that the effect on the 


L. Davis.—p. 458. 
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potent stimuli of insulin and histamine is increased over the 
smaller resection group. Splanchnicectomy combined with 
antral resection produces an effect similar to 50 per cent gastric 
resection but holds some promise of beneficially modifying fac- 
tors other than acidity active in the ulcer diathesis, such as 
circulation. The addition of vagotomy to 50 per cent gastric 
resection results in a lowering of gastric free hydrochloric acid 
values in all tests, including striking lowering of acid following 
the basal, insulin and broth studies. Two cases are presented 
demonstrating the occurrence of anastomotic ulcer following 
a four-fifths gastric resection. In one the acid values were low 
and in the other rather high. The addition of vagotomy pro- 
duced achlorhydria to the basal, insulin and broth tests in both 
cases and was followed by healing .of the ulcers, although a 
small amount of hydrochloric acid persisted in response to hista- 
mine stimulation. The antral function seems to depend in part 
on the intact autonomic nervous system. Removal of either 
parasympathetic or sympathetic pathways will lower the gastric 
response to chemical stimuli to the same degree. Ablation of 
both divisions of the autonomic nervous system lowers chemical 
response no more than section of either the vagus or splanchnic 
nerves alone. 


Surgery, Gynecology and Obstetrics, Chicago 
90:643-768 (June) 1950 


Surgical Treatment of Acute Cholecystitis. F. Glenn.—p. 643. 

Effect of a and Norephinephrine on Contractions of Human 
Uterus in Lal I. H. Kaiser.—p. 649. 

Effect of Adre al Blockade with Benzodioxane Derivative, 933F, on 
Hypertension of Toxemia of Pregnancy. N. S. Assali and H. 
Prystowsky.—p. 655. 

Use of Methoxamine for Maintenance of Circulation During Spinal 
Anesthesia. B. D. King and R. D. Dripps.—p. 659. 

Effect of Edema on Tensile Strength of Incised Wound. C. W. 
Findlay Jr. and E. L. Howes.—p. 666. 

Experimental Scoliosis—Role of Epiphysis.- I. W. 
Borden.—p. 672. 

*Streptomycin in Treatment of Tuberculosis of Rectosigmoid Region 
and Anus. C. L. Martin and H. C. Sweany.—p. 681. 

*Blood Volume Determinations in Surgery: Analysis of 100 Cases. 
C. A. Beling, D. T. Bosch and T. V. Morton Jr.—p. 686. 

Benign Tumors of Bone. M. M. Copeland.—p. 697. 

Mucosa and Skin-Saving Technique of Hemorrhoidectomy 
Myers and J. E. Summers.—p. 713. 

*Porphyria: Consideration in Surgical Diagnosis. G. L. Calvy.—p. 716. 

Studies on Burns: V. Experimental Study of Effect of Heparinization 
and Gravity on Tissue Loss Resulting from Third Degree Burns. 
R. Parsons Jr., E. M. Alrich and E, P. Lehman.—p. 722 

Factors Involved in Management of Surgical Complications of Poly- 

cystic Disease of Kidney: Report of 21 Cases. D. C. Donald. 

725. 


Nachlas and J, N. 
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Fractures of Tarsal and Metatarsal Bones. F. M. McKeever.—p. 735. 
Adenolymphoma (Papillary Cystadenoma Lymphomatosum). FE, P. 
Hevenor and C. E. Clark.—p. 746. 


Construction of Substitute Bladder and Urethra. R. K. Gilchrist, 
J. W. Merricks, H. H. Hamlin and I. T. Rieger.—p. 752. 
Streptomycin in Tuberculosis of the Rectosigmoid 


Region and Anus.—Martin and Sweany report on 23 patients 
treated on the proctologic service of the Municipal Tuberculosis 
Sanatarium of Chicago. The patients also had pulmonary 
tuberculosis. Five types of lesions were present: anal or peri- 
anal ulcer, anal fisure, external and internal anorectal sinus— 
the so-called “blind” fistula—true fistula with both external and 
internal orifices and superficial ulcers of the mucosa of the rec- 
tum and sigmoid. Most of these patients were given 0.5 Gm. 
of streptomycin intramuscularly divided into two daily doses for 
periods of 14 to 120 days. Dihydrostreptomycin was given to 
a few of the patients, generally in 0.75 Gm. doses a day, divided 
for intramuscular injections for 45 days. Either course was 
repeated if mecessary. There were no untoward results, 
labyrinthine or otherwise. In 15 cases perianal sinus with or 
without abscess healed without radical measures. In five of 
these no surgical procedure was used, in nine a simple incision 
and drainage and in one a fistulectomy. Two fistulas with 
minute internal orifices healed without surgical intervention in 
11 and 12 weeks. These two were treated nine and six 
menths previously, and as of the time of reporting the wounds 
had remained healed. Although these two small fistulas healed 
without surgical intervention, complete, or true, fistula in ano, 
that is, with internal and external orifices, generally requires 
surgery before complete healing takes place. Superficial lesions, 
such as anal ulcers, fissures and ulcers in the mucosa of the 
rectum and sigmoid, heal promptly and completely after strep- 
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tomycin therapy. Patients treated with streptomycin have far 
less severe subjective symptoms, both before and after opera- 
tion. Almost always distress and pain were relieved within a 
few days after streptomycin therapy was begun. In a small 
percentage of cases abscesses formed during streptomycin treat- 
ment, perhaps due to the development of resistance in some of 
the tubercle bacilli in the local lesion. 

Blood Volume Determinations in Surgery.—According 
to Beling and his associates reduction of blood volume, circulat- 
ing hemoglobin mass and circulating plasma proteins predis- 
poses to shock either during operation or in the early postopera- 
tive period. Methods of determining plasma volume with 
Evans’ blue (T-1824) were used experimentally by various 
investigators. Beling and co-workers have incorporated them 
into a simple system for the evaluation of surgical risk. The 
purpose of this communication is to present 100 consecutive 
patients undergoing major operation in which the preoperative 
blood status was evaluated and in which restoration of the 
deficient elements was accomplished’ before and during opera- 
tion. The authors stress that a deficit of'10 per cent of total 
blood volume or of 500 cc. or more is significant. Patients with 
blood volume deficits of 500 to 1,000 cc. should be considered 
questionable risks, and replacement during operation is desirable. 
All patients with more than 1,000 cc. deficit must be classified 
as poor surgical risks, and replacement prior to operation is 
essential. With respect to the significance of a deficit, the 
amount must be correlated with the weight of the patient. 
Replacement is mandatory before operation if the blood volume 
is 76.5 cc. per kilogram or less. Ordinary laboratory determi- 
nations of hemoglobin, hematocrit, erythrocytes and plasma 
proteins are usually grossly misleading and show no constant 
parallelism with actual total volumes. Quantitative replacement 
of the deficient elements of the circulating blood before opera- 
tion will result in reduced operative risk, lessened morbidity, 
lowered mortality and widening of the scope of surgical 
procedures. : 

Porphyria.—Calvy calls attention to the fact that porphyria 
may present the clinical picture of an acute abdominal surgical 
condition. Because surgical intervention, with rare exceptions, is 
contraindicated in porphyria, the author describes this entity on 
the basis of a review of protocols of over 100 cases and personal 
observations in 16 additional cases. The disease has been known 
to mimic intestinal obstruction, gallbladder disease, appendicitis, 
pancreatitis, perforated peptic ulcer, pheochromocytoma and even 
hyperthyroidism. Sedation and surgical intervention may exacer- 
bate the fundamental disorder and lead to frank psychotic 
behavior with progressive and fatal neurologic involvement. 
The combination of emotional lability, abdominal pain, obstipa- 
tion and obscure neurologic disturbance alone, or in association 
with dark urine, should excite suspicion. The urine specimens 
of these patients usually darken on standing, especially on 
exposure to sunlight. The urine specimens of patients with 
acute intermittent porphyria often give a strong Ehrlich reaction. 
The chromogen responsible for the reaction in these specimens 
is distinct from urobilinogen and is easily separable from it by 
the Watson-Schwartz test for porphobilinogen, the technic of 
which is briefly described. 


- 
Western J. Surg., Obst. & Gynecology, Portland, Ore. 
58:257-314 (June) 1950 

*Radiation Versus Surgery for Cancer of Tongue. G. S. Sharp, E. W. 
Demaree and R. E. Pugh Jr.—p. 257. 

*Radiotherapy of. Pituitary Adenomas. F. Buschke.—p. 271. 

Analysis of Failures in Electroencephalographic Localization in Expanding 
Intracranial Lesions. R. S. Dow and R. Grewe.—p. 279. 

Reversal of Circulation in Left Ventricle: Experimental Study. J. D. 
Stenstrom.—p. 284. 

Muscle Fibrodystrophy in Children. R. Bingham.—p. 288. 

Open Reduction of Fractured Ankle. E. G. Ewer.—p. 296. 

Management of Cervical Spasm with Dihydroergotamine Methanesulfonate 
(DHE-45). M. J. Baskin and F. W. Crealock.—p. 302. 

Transverse Abdominal Incisions in Obstetrics and Gynecology. D. G. 
Tollefson.—p. 308. 


Cancer of the Tongue.—Sharp and co-workers report their 
experience in the treatment of 84 patients with cancer of the 
tongue, observed between 1932 and 1944. Lingual cancer is more 
malignant than other oral neoplasms; not time should be 
lost before the start of treatment. They believe that early 
recognition and treatment of the precancerous lesions would 
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prevent 30 to 40 per cent of lingual cancers. These include, in 
addition to leukoplakia, such lesions as papillomas, fissures of 
the tongue, burns and scars from continuous denture irritation. 
A good system of classification of lingual cancer is of value for 
prognosis and selection of treatment. The authors suggest the 
following classification: The first stage includes primary 
growths less than 1.5 cm. in diameter; the second stage those 
less than 3 cm. in diameter; the third stage primary growths 
of any size but with unilateral involvement of cervical nodes, 
permitting surgical removal; the fourth stage primary growths 
with invasion of surrounding structures and inoperable cervical 
metastases. According to this grouping, the lesions in 29 per 
cent of their patients were in stages 1 and 2, and these repre- 
sented 70 per cent of the total five-year apparent cures. Chance 
of cure is about four times as good for a lesion in stages 1 or 2 
as for one in stages 3 or 4. The five-year end results demonstrate 
that, in the presence of involvement of the lymph nodes, the 
cure rate is only 17 per cent, compared with 62 per cent of 
those without involvement of lymph nodes. The decision as 
to surgical intervention or radiation is determined not only by 
the nature of the growth but by the experience of the therapist. 
For the small growth, 2 cm. in diameter, on the tip or border 
of the tongue, intraoral excision assures a brief convalescence, 
although deformity and impaired movement results. The removal 
of 2.0 cm. of normal tissue on all sides of the growth is abso- 
lutely essential. At least 75 per cent of primary healing with- 
out local recurrence can be expected in this early group of 
cases. Radium needles alone or in combination with roentgen 
therapy may produce the same results, and in the opinion of 
the authors they are safer. The large middle group of primary 
tumors that make up stages 2 and 3 and are still limited te the 
boundaries of the tongue constitute a radiation problem. Radium 
needles and roentgen rays are the agents used for the destruc- 
tion of this group. Primary healing of the lingual lesion was 
obtained in 42 per cent. The authors describe the various 
technics of irradiation. The stage 4 lingual cancers, which have 
metastasized to the cervical nodes, require a block resection 
of part of the tongue, jaw and cervical nodes. 


Radiotherapy of Pituitary Adenoma.—Basophil adenomas, 
according to Buschke, are rare, and their differentiation from 
“pituitary basophilism” (Cushing’s syndrome) caused by non- 
tumorous endocrine disturbances is in many instances diffi- 
cult. He stresses that radiation therapy in the form of one 
single massive course is the procedure of choice in cases in 
which diagnosis of pituitary adenoma can be made with a rea- 
sonable degree of certainty and in which the damage to the optic 
nerves has not yet reached the point of imminent danger of 
blindness. For reasonable diagnostic certainty, the author 
insists on characteristic radiographic findings, typical field 
defects without papilledema and/or diagnostic constitutional 
symptoms (acromegaly). In patients with imminent danger 
of blindness, primary surgical decompression of the sella is 
preferable, because the relief of pressure is more rapid. The 
need of surgery will be more urgent in instances of severe visual 
defects in patients with large tumors of long standing. In 
these instances, the likelihood of cystic changes uncontrollable 
by radiation therapy is proportionately greater. Regular obser- 
vation is necessary after radiation therapy.. Visual fieids and 
visual acuity should be checked at monthly intervals for at 
least one year and after that every three months. If there 
is progression of symptoms, surgical decompression should be 
resorted to, because either the tumor has been treated under an 
erroneous diagnosis or it belongs to the group not sufficiently 
influenced by radiation therapy because of cystic changes. While 
the mortality in series operated on by excellent surgeons is 
around 10 per cent, the mortality is higher in postirradiation 
failures which represent more advanced lesions. For a success- 
ful surgical decompression it is necessary to enter the sella. 
A peripheral decompression is useless. If the diagnosis of 
pituitary adenoma cannot be made with reasonable certainty 
from clinical, radiographic and ophthalmologic findings, whether 
a therapeutic test with irradiation or primary surgical explora- 
tion is preferable will depend on careful evaluation of individual 
factors. If exploration reveals a pituitary adenoma, surgery 
should be followed by irradiation of the same type as used in 
instances in which operation is not done. 
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Biochemical Journal, London 
46:509-640 (May) 1950. Partial Index 


Chromatographic Studies on Nucleic Acids. J. D. Smith and R. Mark- 
ham.—p. 509. 
Comparison of Electrophoretic Patterns of Human Sera Obtained in 
Phosphate and in Diethylbarbiturate Buffer. H. Hoch.—p. 539. 
Biochemical and Clinical Changes in Rabbit Lens During Alloxan Dia- 
betes. J. W. Waters.—p. 575. 
Proteolytic Enzymes of Clostridium Welchii. E. Bidwell.—p. 589. 
Absorption and Excretion of Mono-Sodium Salt of Thyroxine Labelled 
with Radioactive Iodine. J. C. Clayton, A. A. Free, J. E. Page and 
others.—p. 598. 
*Polarographic Determination of Lead in Urine. R. W. R. Baker.—p. 606. 
Polarographic Determination of Lead in Urine.— 
According to Baker procedures for the polarographic deter- 
mination of lead in urine were described by Bombach and Cholak 
in 1941, Reed and Gant in 1942 and Weber in 1947. With 
the two methods described in this paper it has been possible to 
reduce the time required for each determination, to avoid dry 
ashing and to use less specialized equipment. In the rapid but 
rough method A, a precipitate of calcium phosphate was formed 
in urine, separated, washed and dissolved as completely as pos- 
sible in citrate solution and the lead determined polarograph- 
ically. In a more accurate procedure (method B), calcium was 
precipitated as oxalate at pu 4.5, the solid was ashed with per- 
chloric acid and the calcium precipitated from alkaline solution 
as phosphate, which dissolved completely with the lead in citrate 
buffer. The second precipitation as phosphate was employed 
because it was difficult to buffer the ashed perchlorate solution 
reproducibly and with sufficient accuracy without increasing the 
volume to an undesirable extent. The choice between the two 
methods depends primarily on the nature of the urine being 
examined. The author describes the application of the methods 
to cases of suspected lead intoxication. 


British Journal of Dermatology and Syphilis, London 
62:239-288 (June) 1950 
Dermatophytoses of Great Britain: Report of Three Years’ Survey. 
J. Walker.—p. 239. 
Ringworm of Scalp Due to Microsporum Audouini. A. J. E. Barlow, 
F. W. Chattaway and C. S. Whewell.—p. 251. 
“Partial Alopecia Due to Scalp Massage. R. E. Bowers.—p. 262. 
Partial Alopecia Due to Scalp Massage.—Bowers reports 
observations on six patients with partial baldness who were 
accustomed to vigorous massage of the scalp. The usual fea- 
tures in this condition are as follows: The patient complains 
of patchy baldness of more or less gradua! onset; on examina- 
tion the affected site is found covered with short, lusterless, 
brittle and sometimes twisted hairs. The areas may be exten- 
sive and are sharply defined if the patient has for any reason 
followed one particular pattern of massage or has concentrated 
on a special area of the scalp. The hairs may be firmly fixed 
in the scalp but sometimes come out easily if pulled. The 
affected hairs are broken off, and beneath the microscope the 
ends may be frayed as in trichorrhexis nodosa. In one case 
a brushlike node was seen on the shaft. The underlying scalp 
may be normal or reddened from friction. The condition dis- 
appears rapidly when massage is discontinued. The patients 
were questioned as to the type of lotion which had been applied 
to the scalp; no evidence was obtained which would incriminate 
any one proprietary product. Although some persons massage 
the scalp routinely, and the damage which may result affects 
hair which is otherwise normal, others do not begin to do so 
until falling hair or some other disturbance draws their atten- 
tion to the scalp. Massage is more likely to damage hair which 
is already weakened. Ar obsessional ‘tendency aggravates the 
condition. 


British Journal of Venereal Diseases, London 
26:57-107 (June) 1950 


Ophthalmia Neonatorum. A. Sorsby.—p. 57. 

Serological Syphilis Control in Pregnancy. O. Idsge and T. M. Vogel- 
sang.—p. 63. 

Gonorrhoea and Penicillin: Is a Six Months’ Surveillance Period Neces- 
sary? W. V. Macfarlane.—p. 69. 

Recent Develompents in Microscopy. A. S. McFarlane.—p. 73. 


British Medical Journal, London 
1;1331-1382 (June 10) 1950 


Recent — in Physiology of Vision—Part III. H. Hartridge. 
—p. 1331. 

Dental Structure and Caries in 5-Year-Old Children Attending London 
County Council Schools: Results of Five Surveys (1929-49). H. Mel- 
lanby and M. Mellanby.—p. 1341. 

*Cancer of Breast Treated by Oophorectomy. R. W. Raven.—p. 1343. 

Nocturnal Enuresis: Special Approach to Treatment. J. R. Davidson 
and E. Douglass.—p. 1345. 

a for Caesarean Operation. H. T. Davenport and F. J. Prime. 
—p. 1347. 

Breast Cancer Treated by Oophorectomy.—Raven cites 
the case of a woman, aged 50, who, in December, 1947, noticed 
a large lump in the left breast and a small lump on the outer 
aspect of the left arm. Similar nodules developed in the skin 
over the right shoulder, chest wall and right loin. These lumps 
varied in size with the menstrual cycle, being largest just before 
menstruation began. Hard fixed lymph nodes were present in 
the left axilla. The patient was treated by bilateral oophorec- 
tomy. A skin nodule was excised from the right shoulder 
region. Microscopy of the nodule revealed a_ secondary 
spheroidal cell carcinoma. Ten weeks after the operation, on 
Aug. 17, 1948, the lumps were smaller and some skin nodules 
had disappeared. On October 26 the swelling in the right 
parotid region had practically disappeared; the lump in the left 
breast was soft. All lumps had disappeared by February 22. 
Schinzinger suggested as early as 1889 oophorectomy in breast 
cancer, but he apparently never carried it out. Beatson reported 
in 1896 an oophorectomy for an inoperable recurrent breast 
cancer. Boyd, Snow, Lett, Clarke, Eccles, Torek and Waring 
reported the same procedure. Waring stated that the primary 
growth might almost disappear in 20 to 30 per cent of patients 
who have undergone bilateral oophorectomy and secondary 
growths might become much smaller, but the results are tem- 
porary. In Waring’s patients the disease recommenced active 
growth after two to four years. Dargent, however, stated that 
carcinoma of the breast has been known to develop in castrated 
women. Raven feels that bilateral oophorectomy is preferable 
to irradiation of the ovaries in women with carcinoma of the 
breast. These patients must be examined periodically and estro- 
gen excretion estimations must be made, so that androgen can 
he given if excretion occurs. 


1:1383-1446 (June 17) 1950 


Stress and General Adaptation Syndrome. H. Selye.—p. 1383. 
*So-Called Stevens-Johnson Syndrome. B. A. Thomas.—p. 1393. 
*Aureomycin Treatment of Infantile Diarrhoea and Vomiting. J. H. 

Magnusson, G. Laurell, E. Frisell and B. Werner.—p. 1398. 

Nitrous Oxide Anaesthesia Without Hypoxia. W. Neff, E. C. Mayer and 

R. Thompson.—p. 1400. P 

Prolongation on Initial Starvation Period in Premature Infants. W. Gais- 

ford and S. Schofield.—p. 1404. 

So-Called Stevens-Johnson Syndrome.—Thomas states 
that the syndrome described by A. M. Stevens and F. C. John- 
son consists of a generalized eruption, continued fever, inflamed 
buccal mucosa and severe purulent conjunctivitis. Controversy 
exists as to whether it is identical with the condition formerly 
referred to as erythema exudativum § multiforme (Hebra). 
Thomas has observed 6 cases of erythema exudativum multi- 
forme. Three of these were of the major (Stevens-Johnson) 
type and three of the minor (Hebra) type. Two of the cases 
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were associated with Vincent’s angina, one with Sonne dysentery, 
and a fourth was the result of sulfonamide intolerance. The 
author is of the opinion that the Stevens-Johnson syndrome 
represents only a severe form of Hebra’s erythema multiforme 
exudativum. He stresses the paucity of constant pathological 
observations. A nonbacterial pneumonia may arise as a com- 
plication of the syndrome. 

Aureomycin in Infantile Diarrhea and Vomiting. — 
Magnusson and his collaborators point out that Bacterium coli 
neapolitanum has been demonstrated in a number of epidemics 
of infantile diarrhea and vomiting. The present report is based 
on observations in two epidemics in which the presence of 
B. coli neapolitanum was demonstrated not only in the stools 
but at times in the respiratory tract of the infants with diarrhea 
and vomiting. During the first few days after the development 
of gastroenteritis fluids were given liberally. The basic food 
was breast milk. Penicillin and sulfonamide compounus were 
tried in the majority of cases in both epidemics, but they had 
no effect on the gastrointestinal symptoms. In several cases 
the gastroenteritis had its onset in the course of penicillin and 
sulfonamide therapy. Streptomycin was given in 17 casés, but 
no specific therapeutic effect was seen. Eight patients in the 
second epidemic were treated with aureomycin after it had been 
found that the bacteria were sensitive to this antibiotic. The 
aureomycin was given by mouth, 25 mg. six times a day. B. coli 
neapolitanum disappeared from the stools after a few doses of 
aureomycin; in a few of the cases they persisted somewhat 
longer in the respiratory tract. Improvement in the clinical 
condition coincided with the bacteriologic effects. 


Journal of Tropical Medicine and Hygiene, London 
53:119-142 (June) 1950 


*Typhoid and Chloromycetin—Study of Minimum Dosage. I. Medina, 
E. H. Payne and E. A. Sharp.—p. 119. . 
Malnutrition in Sudanese Millet Eaters: Follow Up. N. L. Corkill. 


—p. 125. : 

Dosage of Chloramphenicol in Typhoid.—Medina and 
his associates present observations on 79 patients with typhoid 
treated with chloramphenicol. They attempted to ascertain the 
minimum effective dose. Sixty-nine of their patients were 
treated in the Isolation Hospital in Guayaquil, Equador. It was 
difficult to establish a routine dosage, but in a substantial 
majority of patients typhoid was adequately controlled with a 
total dose of 15 Gm. when the patient was in the first decade 
of life and with 18 to 21 Gm. for those above 10 years of age. 
There was no relation between the length of time the patient 
had been ill and the resistance to treatment, except in a carrier. 
Early and rapid disappearance of the toxic state is the first 
effect noted following the administration of chloramphenicol. 
There were no troublesome reactions to the drug. There were 
no indications that resistance had developed. Patients in 
relapse responded to a second course of treatment. 


Lancet, London 


1:1025-1058 (June 3) 1950 


Psychosomatic Medicine: Probiems of Dual Approach. R. West. 
—p. 1025. 

Multiple-Lead Electrocardiograms. I. G. W. Hill.—p. 1027. 

Artane in Treatment of Parkinsonism. B. K. Ellenbogen.—p. 1034. 

Atrophy of Gastric Glands Produced by Beta Rays: Histological 
Findings in Animals. D. M. Douglas, W. R. Ghent, S. Rowlands. 
—p. 1035. 

Kaposi’s Varicelliform 
Borrie.—p. 1038. 

*Vaccinia Simulating Variola in Eczematous Child. R. A. 


I. M. McLachlan.—p. 1039. 

Vaccinia Simulating Variola—Good and McLachlan report 
the case of a boy, aged six, who was hospitalized Sept. 17, 
1949, with acute pustular eczema of the face. In spite of 
the administration of 50,000 units of penicillin every four hours 
the eczema became worse. On Sept. 21 the rash had spread 
over the entire body. On the basis of the examination of 
scrapings from the pustules eczema vaccinatum was tentatively 
diagnosed. An interview with the parents now revealed that 
the boy had been subject to eczema since he was six weeks 
old and had been in the hospital because of eczema as late as 
May 1949. Crusts and scrapings were proved positive for vac- 
cinia variola in a complement fixation test, and on September 23 


Eruption Treated with Aureomycin. P. F. 
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the boy was given an injection of postvaccinial encephalitis 
serum, with little effect. Later signs of pneumonia appeared, 
and death occurred on September 26. The boy had never been 
vaccinated, but inquiries revealed that he had played with a 
recently vaccinated infant. 


1:1059-1098 (June 10) 1950 
General Pathology of Virus Infections. F. M. Burnet.—p. 1059. 
Treatment of Pernicious Anaemia with Parenteral Liver Extract: Review 

of Fifty-One Patients Between 1940 and 1948. D. L. Mollin.—p. 1064. 
“Treatment of Syphilis During Pregnancy. W. V. Macfarlane—p. 1069. 
Excretion of Intravenously Administered Dextran. L. Engstrand and 

B. Aberg.—p. 1071. 

General Anaesthesia for Bronchography in Children. G. L. Way and 

G. C. W. James.—p. 1073. 

Treatment of Syphilis During Pregnancy.— Macfarlane 
reports on 300 pregnant syphilitic women treated with penicil- 
lin and also with arsenic and bismuth preparations. The initial 
dose of 0.3 Gm. of neoarsphenamine was repeated after 96 hours, 
and thereafter 0.45 Gm. was given at seven day intervals for 
nine weeks. At the same time 0.2 Gm. of bismuth oxychloride 
was given by deep intramuscular injection once weekly for 
13 weeks. Altogether, the 13 week schedule included 2.6 Gm. 
of bismuth and 4.65 Gm. of arsenic. A course of penicillin 
was given before, during or after the completion of the arseno- 
bismuth part of the treatment. Irrespective of the frequency 
of administration and the type of preparation employed, a total 
of 2.4 to 3 mega units of penicillin was given to patients with 
seronegative primary syphilis and a dose of 4 mega units to all 
the others. One mega unit equals 1,000,000 units of penicillin. 
Since the entire course of treatment requires 13 weeks, those 
reporting late in pregnancy could receive only one full course 
of penicillin, plus a varying fraction of heavy metal, before 
delivery. The course of arsenic and bismuth in 33 of the 300 
cases had to be completed after the child was born. The results 
were satisfactory as regards the outcome of pregnancy, even 
when the disease was virulent and the treatment was begun 
late. Penicillin with small amounts of arsenic and bismuth will 
A full 
course of arsenic bismuth and penicillin is required to cure the 
mother. A positive Wassermann reaction in the first few 
weeks of life in an apparently healthy infant does not neces- 
sarily indicate that infection has been inherited. A negative 
reaction does not necessarily indicate that infection has not been 
inherited. Repeated serologic examinations are necessary before 
a conclusion can be reached. 


1:1099-1138 (June 17) 1950 


Wear and Tear. L. Moran.—p. 1099. 
Influenza: Study in Mice. S. Fazekas de St. Groth.—p. 1101. 


*Circulatery Changes in Foot After Lumbar Sympathectomy. R. B. 
Lynn and H. Barcroft.—p. 1105. 
*Lack of Return of Vascular Tone in Feet After Sympathectomy. R. B. 


Lynn and P. Martin.—p. 1108. 

Sodium Thiopentone as Sole Anaesthetic for Tonsillectomy in Adults. 

H. F. Griffiths.—p. 1109. 

Cord-Blood Survey of Diphtheria Immunity: Comparison of Two Popu- 

lations. M. Barr.—p. 1110. 

Primary Atypical Pneumonia with Hepatitis and Nephritis. J. C. Ryle. 

—p. 1112. 

Circulatory Changes in Feet After Lumbar Sympathec- 
tomy.—That vascular tone returns to blood vessels after 
sympathetic denervation has been known since 1929. Objective 
methods have been used since then to demonstrate this effect 
in the fingers, hands, arms and feet by numerous investigators. 
Lynn and Barcroft determined the blood flow in the feet 
and the temperature of the toes of 19 limbs twice before, then 
daily for the first six days after a lumbar sympathectomy and 
from one to three months later. The average blood flow in 
six feet with normal arteries (2.1 cc. per 100 cc. per minute 
before operation) was much increased after sympathectomy, 
reaching a maximum on the second day (20.0 cc.). Vascular 
tone was closer to normal (8.5 cc.) by the sixth day and still 
bette. one to three months after operation (4.9 cc.). The toes 
remained permanently warm after the operation. Whereas 
the average preoperative temperature was 24.2 C. (76 F.), it was 
32.2 C. (90 F.) one to- three months after the operation. The 
blood flow in 13 feet with abnormal arteries also increased 
postoperatively, becoming about twice normal. The toes also 
remained warm. 
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Lack of Return of Vascular Tone in Feet After 
Sympathectomy.—Lynn and Martin describe a patient with 
bilateral testicular atrophy and chronic ulcers of the legs. This 
case is of interest because, contrary to the usual experience, 
vascular tone had not yet returned in the feet four months 
after a lumbar sympathectomy. The patient complained of 
excessive warmth of the feet, particularly at night. The 
explanation of this anomalous behavior after a lumbar sym- 
pathectomy is unknown, as is the mechanism of the usual spon- 
taneous return of vascular tone. 


Practitioner, London 
164:477-572 (June) 1950. Partial Index 


Riddle of Arteriosclerosis. G. Bourne.—p. 481. 
Sympathectomy in Occlusive Vascular Disease. A. C. Dornhorst.—p. 497. 
Medical Tr t of Threatened Gangrene. G. E. Beaumont.—p. 502. 
Anticoagulant Therapy in Peripheral Vascular Disease. E. J. Wayne. 
Value of Arteriography in Diagnosis of Peripheral Vascular Disease. 
J. P. Ross and C. J. Longland.—p. 518. 
Skin Disorders Resulting from Vascular Diseases. F. R. Bettley.—p. 529. 
Medical Hazards of Bathing. R. May.—p. 544. 





Thorax, London 
§:105-206 (June) 1950 


Cystic Hygroma of Mediastinum. H. R. S. Harley and C. E. Drew. 


*Final Results in Traumatic Haemothorax: Report of 230 Cases. A. G. 
Ogilvie.—p. 116. 

Congenital Right Diaphragmatic Hernia Associated with Fallot’s Tetralogy. 
L. I. Hatherley.—p. 133. 

Leiomyoma of Bronchus. S. I. 
Smiley.—p. 138. 

Development of Streptomycin Resistant Strains of Tubercle Bacilli in 
Pulmonary Tuberculosis: Results of Simultaneous Sensitivity Tests in 
Liquid and on Solid Media. D. A. Mitchison.—p. 144. 

Behaviour of Mixtures of Streptomycin-Sensitive and -Resistant Tubercle 
Bacilli in Liquid Medium Sensitivity Tests. D. A. Mitchison.—p. 162. 

Unilateral Paralysis of Diaphragm and Larynx Associated with Inflam- 
matory Lung Disease. B. Freedman.—p. 169. 

Apico-Basal Diameters of Lungs and Mediastinal Shift in Phrenic Nerve 
Crush and Pneumoperitoneum Therapy: Study of 80 Cases. W. Fox. 
—p. 183. 

Modified Conception of Phrenic Nerve Crush and Pneumoperitoneum 
Therapy. W. Fox.—p. 194. 

Final Results in Traumatic Hemothorax.—In a series 
of 400 patients with thoracic injuries admitted to the Chest 
Surgery Center with which Ogilvie is connected, there were 
230 with hemothorax. This low incidence is due partly to 
strict criteria of diagnosis and partly to selection. More than 
half the patients were referred after treatment at other hos- 
pitals, and a number were sent merely for the removal of a 
foreign body from the lung after recovery from the main 
illness. Final results in the 230 cases were as follows: 148 
cured, 76 satisfactory and 5 fair to poor; 1 died. The average 
duration of the illness in the 229 survivors was 68 days from 
the time of wounding. The incidence of infection was 22 per 
cent, a reduction of 40 per cent compared with that recorded 
in 1917. The large hemothorax was found to be twice as 
likely to become infected as was the small hemothorax. The 
incidence of infection was more than seven times as high among 
patients whose treatment was late and inadequate as among 
those correctly treated. The duration of the illness in the 
infected cases averaged 126 days, two and a half times that in 
cases without infection. Clotted hemothorax occurred in 23 
cases (10 per cent of the series), an incidence similar to that 
in other reported series. The inadequately treated patient was 
two and a half times as liable to clotting as the correctly treated 
patient. There were 30 cases of “organizing” hemothorax, 
composed of organized clotted hemothorax and chronic empyema. 
The chronic empyema took 40 days more, and the sterile cases 
40 days less, than the total average for recovery. The sterile 
“organizing” hemothorax took nearly three times as long for 
recovery as the average uncomplicated sterile hemothorax. 
There was suggestive evidence that in “uninfected” patients 
operated on before the end of the second week empyema was 
more likely to develop. Late operation seemed a waste of time. 
The fourth week is probably the best time to operate. Opera- 
tion was necessary in 63 out of 230 cases (27 per cent). 
Analysis of the cases suggests that this figure could be appre- 
ciably reduced. 


Turkington, G. A. Scott and T. B. 
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Acta Dermato-Venereologica, Stockholm 
30:91-220 (No. 2) 1950. Partial Index 


Dermographic Prurigo: Syndrome with Constitutional, Psychic and 


Mechanical Aetiology. P. V. Marcussen.—p. 95. 
Besnier’s Prurigo in Finland. VV. Pirila.—p. 114. 
Intravenous Novocaine in Pruritic Dermatoses. J. Trapl and L. Jirasek. 

—p. 133. 
halen and Pathogenesis of Rosacea. P. S¢bye.—p. 137. 

“Case of Industrial Arsenical Cancer Occurring for First Time in Hun- 

gary: Comprehensive Analysis. G. Frank.—p. 163. 

Arsenical Cancer.—Frank reports a man whose work 
between 1929 and 1938 had to do with manufacturing of an 
agricultural spray containing sodium arsenate. He also 
handled an antiscabious product for use in veterinary medicine 
which contained tar, fatty acids and resins. He had no symp- 
toms until 1940, when a transient eruption of red spots occurred 
all over his body. He was given arsenic preparations by 
injection as well as by mouth, without any improvement. Since 
1943 his skin was covered with scaly patches. In 1947 a wart 
developed on his nose, which was eradicated with radium. 
During the same year three or four bean-sized knots and— 
several scaly patches appeared on the scrotum. Examination 
revealed bean-sized, somewhat elevated, psoriasis-like scaly 
patches, suggestive of Bowen’s disease (precancerous dermatitis) 
on the trunk, limbs, right temporal region and the scrotum. 
Biopsies of the intact skin, the lesions of Bowen’s precancerous 
dermatitis and lesions of the scrotum were done, these last 
revealing cancer. The authors determined the arsenic content 
of biopsy material and found that the intact skin, Bowen's 
precancerous dermatosis and cancer of the scrotum contained 
0.3 mg., 106.7 mg. and 4.78 mg. per 100 Gm. (0.2 mg. is 
regarded as normal for the intact skin). The patient was 
given a 10 day course of treatment with 2,3-dimercaptopropanol 
(BAL). Renewed biopsy of the lesions of Bowen’s dermatitis 
at the end of this treatment revealed that the arsenic had 
largely disappeared but that there was no clinical improvement. 


Kinderarztliche Praxis, Leipzig 
18:1-104 (Jan.-Feb.) 1950. Partial Index 
Observations on Recurrence and Relapses of Epidemic Parotitis: Lym- 

phatic Reaction. E. Klemm.—p. 1. 

Inflammation of Iliac Lymph Nodes. W. Kinzer and E. Kélitz.—p. 4. 
Treatment of Phimosis. K. Oxenius.—p. 8. 
*Syndrome of Acute Hemolytic Anemia of Lederer-Brill Type. 

Bracht.—p. 13. 

*Congenital Syphilis in Only One of Uniovular Twins. 

—p. 26. 

Acute Hemolytic Anemia of Lederer-Brill Type.—Van 
Bracht reports on three young children with acute hemolytic 
anemia of the Lederer-Brill type. In two patients a febrile 
infection and in the third antisyphilitic treatment with arsenic 
preceded the onset of the anemia. Their histories did not reveal 
factors indicative of a familial type of hemolytic icterus. 
Examination of the blood revealed considerable reduction in 
the hemoglobin and erythrocyte values and leukocytosis. The 
appearance of normoblasts and erythroblasts in the peripheral 
blood indicated greatly accelerated regeneration. The number 
of reticulocytes was augmented. The increased erythropoiesis 
was also evident in the sternal punctate. The increase in 
eosinophils suggested an allergic component in the pathogenesis. 
In two patients the hemolysis resulted in an increase of serum 
bilirubin, but there was no excretion. It is possible that the 
increased erythropoiesis utilized these products of decomposition 
in the new formation. The general condition was greatly 
impaired in two, but blood transfusion produced prompt 
improvement. Repeated analyses of the blood disclosed com- 
plete normalization of the blood picture in all three. The 
author regards blood transfusion as the treatment of choice. 

Congenital Syphilis in Only One of Uniovular Twins. 
—Gahrmann noted signs of congenital syphilis in one of uni- 
ovular twins, who had been hospitalized because of an intes- 
tinal upset. He reviews the various theories which attempt 
to explain this phenomenon. The possibility of paternal trans- 
mission of syphilis is once more being considered. 


I. van 


D. Gahrmann. 
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Klinische Wochenschrift, Heidelberg 
28:113-144 (Feb. 15) 1950. Partial Index 


*Investigations on Respiratory Paralysis During Epidemic of Poliomyelitis 
in 1948. W. Bolt and H. Valentin.—p. 113. 
Spontaneous Hypoglycemia of Diencephalopituitary Origin. J. Lehmann. 
omsina Pabats of Hemoiytic Jaundice. H. Ott.—p. 127. 
Clinical Studies on Various Forms of Vitamin Bw. K. Hausmann. 
iedvelon of Rh Sensitization. E. Krah and F. Dickgiesser.—p. 136. 
Respiratory Paralysis in Poliomyelitis.—Bolt and Val- 
entin describe spirographic investigations which they carried out 
during the 1948 epidemic of poliomyelitis in patients with respira- 
tory impairment. Their aim was to obtain objective informa- 
tion on respiratory limits, vital capacity, frequency, depth 
of respiration and respiratory minute volume and to deter- 
mine the presence of a _ spirographic oxygen deficit. It 
was hoped that information about these factors would give 
exact information about the quantitative restriction of the 
respiratory function and permit a precise prognosis as to 
whether the respiratory disturbances would limit survival. The 
authors present spirographic records indicating the effects of 
oxygen inhalation, of artificial manuai respiration, of the use 
of the iron lung, the pulmotor and other methods. Spirography 
permits objective determination as to when and how long a 
patient must be kept in the iron lung. Patients have been kept 
in the iron lung longer than necessary. The selection of 
patients for such treatment will be facilitated by concrete infor- 
mation. This is important when there are more urgent cases 
than there are iron lungs. The authors emphasize that sudden 
cessation of measures to aid the respiration must be avoided, 
because fatalities have been known to result from such practice. 


Minerva Medica, Turin 
41:333-358 (Feb. 24) 1950. Partial Index 
*Combined Penicillin-Cari ide (Sulf ide) Therapy. G. Astaldi and 

L. Molina.—p. 338. 

Penicillin - Carinamide Therapy.— Astaldi and Molina 
report on 15 patients in whom the penicillin blood level was 
measured before and after administration of carinamide. Peni- 
cillin was given either intramuscularly or intravenously before 
and in the course of carinamide therapy. The intramuscular 
dose varied between 200,000 and 500,000 units, while the intra- 
venous dose was 1,000,000 units. Carinamide was given every 
three hours by mouth in doses of 2 to 4 Gm. each, up to a total 
dose of 16 to 40 Gm. The concentration of penicillin in the 
blood was measured every hour, for three to seven consecutive 
hours after the first injection of penicillin and again after the 
second injection, which was given after the administration of 
the eighth dose of carinamide. The concentration of penicillin 
in the blood was much higher and the high levels persisted 
longer after administration of penicillin after carinamide than 
when penicillin was given alone. Carinamide was well tolerated 
in all cases. One of the author’s patients was given combined 
treatment for more than two months without side effects. 
Prolongation of high levels of penicillin in the blood in combined 
therapy controls of infection with greater certainty than and 
as safely as when, penicillin is given alone. The combined 
treatment is indicated in infections caused by penicillin-resistant 
bacteria. 





Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
94:1025-1096 (April 15) 1950. Partial Index 


“Coagulation of Cerebral Cortex in Therapy of Epilepsy. F. A. Verbeek. 
tea Purpura Due to Primary Tuberculous Infection (Landouzy’s 

Typhobacillosis): Two Cases. J. K. Kraan.—p. 1042. 

Role of Hyperimmune Serum in Prophylaxis and Therapy of Whooping 

Cough. J. E. Minkenhof and H. Elsbach.—p. 1048. 

Coagulation of Cerebral Cortex in Therapy of Epilepsy. 
—Verbeek advances a theory that the origin and particularly 
the spread of an epileptic attack could be prevented or at least 
lessened if it were possible to reduce the function of the 
superficial layer of the cortex, which is the associative function. 
He devised a method by which superficial electrocoagulation of 
the cerebral cortex could be achieved. The coagulation reduced 
the associative function of the cortex in the motor and sensory 
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zones, and was followed by a decrease or complete disappearance 
of epileptic attacks. By coagulation of only the superficial 
layer at the convexity of the involved hemisphere, the associa- 
tive function of the brain cortex can be weakened without per- 
manent disturbance of the specific cortex. The author reports 
on results after 30 operations on 28 patients, the operation being 
performed bilaterally in two. These patients had a severe type 
of epilepsy that could not be controlled with large doses of 
drugs and diet. One patient died four days after the operation. 
The treatment resulted in improvement in all but five of the 
patients. 
Nervenarzt, Heidelberg 
21:145-192 (April 20) 1950. Partial Index 

Muscle Tonus in Spinal Cord Injuries. H. Becker.—p. 147. 

Clinical Aspects and Pathogenesis of Subarachnoid Hemorrhages. E. Nie- 

dermeyer.—p. 151. 

Causes of Lack of Filling of Ventricles in Encephalography. H. E. 

Kehrer.—p. 163. 

Sugar Content in Fractionally Withdrawn Spinal Fluid of Meningitis 

Patients. H. Weise.—p. 167. 

Cerebrospinal Fluid Changes in Cerebral Abscess and Their Differential 

Diagnostic Signifi H. J. Meyer.—p. 171. 

*Fatal Cerebral Complication Following Electroshock. W. Schulte and 

R. Dreyer.—p. 175. 

Fatal Cerebral Complication Following Electroshock. 
—Schulte and Dreyer describe a fatal cerebral complication due 
to electroshock in a man, aged 47, with a mild type of depression. 
The authors do not as a rule give this treatment to ambulatory 
patients, but they were urged to do so in this patient by the 
physician who referred him. The first electroshock, which was 
administered on May 18, 1949, was well tolerated. The patient 
was able to go home one-half hour after treatment. The day 
after treatment he attempted suicide by taking an undetermined 
number of two types of barbiturate tablets. He was hospital- 
ized, but there were few signs of toxicity. Seven days after 
the first shock, while the patient was still in the hospital, another 
electroshock was given. This shock and the next, given two 
days later, were well tolerated, but the fourth shock was fol- 
lowed by disturbances in the central regulation of respiration 
and circulation. All therapeutic measures were ineffective, and 
death resulted three days later. Necropsy revealed hemorrhagic 
purpura of the brain. The authors feel that the changes 
caused in the brain by the hypnotics, which contained not only 
barbiturates but also acetophenetidin and caffeine, may have 
damaged the brain, particularly its vascular system, so that ‘it 
was not able to withstand the shock effect. 


Nordisk Medicin, Stockholm 
43:779-820 (May 12) 1950. Partial Index 

Syndrome of Pulmonary Fibrosis and Scleroderma. T. Sundin and 
J. Tomenius.—p. 781. 

*Human Hyperimmune Serum in Whooping Cough. T. Johnsson and 
R. Lundstrém.—p. 784. 

Obstruction of Respiratory Tract in Poliomyelitis and Treatment with 
Special Regard to Tracheotomy and Bronchoscopy. K.G. Rimér. 
—p. 788. 

*Surgical Treatment of Renal Tuberculosis. N. O. Ericsson.—p. 790. 

Infectious Mononucleosis with Central Nervous System Symptoms. 
O. Kigvstad and T. L. Vinje.—p. 795. 

Myanesin in Treatment of Tetanus. E. Nilsson.—p. 796. 

Human Hyperimmune Serum in Whooping Cough.— 
Johnsson and Lundstrém carried out passive immunization with 
hyperimmune serum in 23 infants exposed to whooping cough. 
The prophylactic dose was 20 ml. Two prophylactic doses 
were administered, one on identification of the source of infec- 
tion and one six days later. Of the 17 infants isolated after 
the first prophylactic treatment, two had an atypical cough of 
brief duration and 15 remained well. Of the six who contin- 
ued in contact with the source of infection, 5 had whooping 
cough, four with a mild and one with a normal course. In 30 
children under two years of age with clinically established 
whooping cough, treatment with two or three prophylactic 
doses of hyperimmune serum at 48 hour intervals was without 
appreciable effect on the course of the disease and did not 
prevent complications. 

Surgical Treatment of Renal Tuberculosis.—Ericsson 
reports that in his series of patients nephrectomy was per- 
formed as soon as unilateral ulcerocavernous renal tuberculosis 
was diagnosed, if no contraindications were present. The oper- 
ative wound healed primarily in 83 per cent of the 117 cases 
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reported; fistulas appeared in 10 per cent and other infections, 
usually mild, in 7 per cent. Ureterectomy done in combination 
with nephrectomy in a few cases did not wholly prevent fistula 
formation. The primary mortality, including the two deaths 
within a month after operation, was 1.7 per cent. Of the 104 
patients observed for at least three years after nephrectomy, 
50 per cent (31 of 68 men and 23 of 36 women) were free from 
subjective and objective symptoms from the urinary tract. The 
late mortality depends mainly on other types of tuberculosis, 
particularly pulmonary tuberculosis. The total mortality was 
8.6 per cent. All but one of the late deaths occurred within two 
years after operation. Surgical treatment of renal tuberculosis 
has been considerably more effective than conservative treatment. 
To what extent streptomycin can give results comparable with 
those on operative treatment is not yet known. Application of 
streptomycin and paraaminosalicylic acid together with sparing 
operative technic and rational postoperative sanatorium-like 
treatment can further improve the results of surgical treatment. 


Policlinico (Pract. Sect.), Rome 
57:653-680 (May 15) 1950. Partial Index 
*Therapy of Arthropathies with Desoxycorticosterone and Ascorbic Acid 

(Lewin-Wassen’s Method): Results. C. A. Buttaro and E. Mezzetti- 

Panozzi.—p. 653. 

Treatment of Arthropathies.—Buttaro and Mezzetti- 
Panozzi administered intramuscularly or intravenously -desoxy- 
corticosterone acetate and ascorbic acid (Lewin and Wassen’s 
treatment) to 24 patients with joint diseases. The drugs were 
given daily either by the original or the modified technic, in 
doses of 5 mg. of desoxycorticosterone acetate and I Gm. of 
ascorbic acid. The total number of treatments varied from two 
to 15. Results were good in 19 and poor in five. Good results 
were obtained in chronic polyarthritis secondary to acute rheu- 
matic polyarthritis, arthritis deformans, scapulohumeral peri- 
arthritis and post-traumatic arthritis. Remission of pain and 
recovery of joint function were rapidly and permanently estab- 
lished. The poor results were observed in acute rheumatic 
polyarthritis, ankylosing spondylitis and metabolic gouty 
arthritis. 

Praxis, Bern 


39:235-262 (March 23) 1950 


Chloramphenicol and Aureomycin; Clinical Indications and Therapeutic 

Use. G. Bickel—p. 235. 

Problem of Hepatitis. J. de la Cuadra.—p. 246. 
*Q Fever Epidemic in Workshop of Swiss Federal Railroads in Ziirich- 

Altstetten; Epidemiology and Symptomatology of Q Fever. G. Bracher. 

_— 9 
man thee of Treatment with Paraaminosalicylic Acid (PAS) of Tuber- 

culous Pleural Effusions Complicating Intrapleural or Extrapleural 

Pneumothorax. R. Wipf.—p. 255. 

Q Fever Epidemic in Workshop of Swiss Railroads.— 
Bracher reports an epidemic of Q fever among the employees 
of a workshop of the Swiss Federal Railroads in the fall and 
winter of 1948. Doctors diagnosed the condition as grippe, 
bronchitis or atypical pneumonia. Laboratory examination of the 
blood serum was done in 60 of the 90 reported cases, with a posi- 
tive complement fixation reaction for Q fever in 14. The railroad 
yards were in the immediate neighborhood of the fat and hide 
utilization plant of the city of Zurich and of a slaughter-house. 
The slaughter house workers cleaned the stock cars with water 
hoses. The infected material was probably washed from the 
stock cars and was deposited on the ground, where it dried. 
It was carried by the wind as dust into the railroad workshop. 
Examination of the slaughter house personnel and of the 
personnel of the fat and skin utilization plant revealed positive 
complement fixation reaction for Q fever with greater frequency 
in persons who had contact with livestock than in those who 
handled only the skins of the slaughtered animals. A positive 
complement fixation reaction for Q fever was likewise observed 
in five of seven railroad employees who loaded cattle in stock 
cars and who were absent from work because of pneumonia, 
pleurisy or bronchitis. The risk of infection is much greater 
for persons in contact with livestock than for those who only 
handle the skin of the slaughtered animals. The epidemic ran 
a benign course. The average duration of work incapacity 
due to Q fever was 44 days. 
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Presse Médicale, Paris 
58:433-456 (April 22) 1950 
“Preservation of Bone Grafts: Use in Surgery. A. Sicard and J. P. 
Binet.—p. 433. 
Autochthonous Amebiasis. M. Molinier and Lapeyre—p. 434. 
Methods of Study of Protein Deficiency. X. Sérafino.—p. 436. 
Parkinsonism Due to Carbon Disulfide Poisoning. M. J. André and 

P. Stiernet.—p. 437. 

*Biologic Diagnostic Problems of Primary Atypical Pneumonia Due to 

Virus. G. Cateigne, A. Eyquem and C. Hannoun.—p. 438. 

Bone Grafts in Surgery.—Sicard and Binet employed pre- 
served homogenous grafts in 205 bone graftings. Tibial grafts, 
ribs and chips of spongy tissue were utilized. These had been 
removed aseptically from cadavers or amputated limbs and had 
been subjected to rapid freezing at a temperature of — 35 C. for 
several hours and then stored at a temperature of —15 C. for 
four weeks to two months. Bone grafting was used for lum- 
bosacral arthrodesis in 160 of the 205 interventions. Healing 
by first intention occurred in 198 instances, while fistulas formed 
in four and suppuration in three. Follow-up of 42 patients 
eight to 12 months after the bone grafting revealed perfect 
roentgenologic solidification and excellent functional result in 26 
patients. There were good functional results in the absence 
of definite roentgenologic solidification in 10 patients, while in 
six patients pseudarthrosis was present. Results obtained with 
heterogenous preserved grafts were as good as those obtained 
with fresh autogenous grafts. There seemed to be a certain delay 
in callus formation, and taking of the graft required more time. 
The spongy tissue played an important part in the taking of 
the graft. The method of bone grafting shows important prog- 
ress in orthopedic surgery. 

Primary Atypical Virus Pneumonia.—Systematic labora- 
tory studies of 600 serums obtained from 350 patients enabled 
Cateigne and co-workers to establish grippal virus A as the 
cause of a syndrome identical with that of atypical primary 
pneumonia in 94 patients. This cause was established by Hirst’s 
test, which showed an increase in the titer of the antibodies A, 
and from the lowering of the titer of the cold autohemagglutinins 
and isohemagglutinins from a high level at the onset of the 
disease to a much lower level within a few days. More detailed 
data are presented from 237 patients, 130 infants, 84 children 
and 23 adults, who were suspected of having atypical primary 
pneumonia. Eleven adults had a negative Hirst reaction with 
highly positive cold agglutinins which became rapidly negative 
in the course of the disease. The type of virus was not deter- 
mined in these cases. Sixty-nine patients, 23 infants and 46 
children aged over 18 months, presented positive Hirst reac- 
tions; the older children showed simultaneously a high titer 
of cold agglutinins, while the infants did not. One hundred and 
forty patients, 105 infants and 35 children aged over 18 months, 
had a negative Hirst reaction and complete absence or a low 
titer of cold agglutinins. The virus isolated from one of the 
patients resembled more that of Herzberg than that of Eaton. 


Revista Paulista de Medicina, Sao Paulo 
36:263-330 (April) 1950. Partial Index 
*Chronic Myocarditis of Chagas Type. R. Chiaverini, R. Vaz Cerqueira, 

P. R. Rebocho and C. Rey.—p. 273. 

Chronic Trypanosomal Myocarditis. — Chiaverini and 
collaborators report on 39 cas-3 of trypanosomal myocarditis. 
The patients were men between the ages of 20 and 50. They 
lived in infected districts, in houses of clay with grass roofs. 
They were bitten by Panstrongylus magistus. Most of them 
complained of heart symptoms of one or two years’ duration. 
Predominant symptoms were those of left ventricular failure. 
The heart was enlarged, a systolic mitral murmur was fre- 
quently heard on auscultation, the arterial blood pressure was 
either normal or low and the venous pressure and velocity of 
circulation were increased. Edema at the bases of the lungs 
was present in 29 patients, unilateral pleurisy in 15, ascites in 
10 and hepatomegaly in 33. Thirty of the patients had acute 
cardiac failure. The etiologic diagnosis was made in 36 cases 
by positive complement fixation (Machado-Guerreiro) test or 


- by the xenodiagnostic test. In three cases the diagnosis was 


made at necropsy. The electrocardiograms in 36 out of 37 
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patients presented changes in conduction, such as ventricular 
extrasystoles, right branch block, left branch block and A-V 
total or partial block. Twelve of the 39 patients observed by 
the authors died. Histologic examination of the myocardium 
revealed chronic myocarditis. . The myocardial fibers were 
found to be parasitized by leishmaniform bodies in one nécropsy. 
Chronic myocarditis of the Chagas type was complicated by 
chronic malaria in one case, by syphilis in two and by rheumatic 
yalvular disease in one. Heart failure in chronic myocarditis 
of the Chagas type is irreversible. Of the 28 patients who were 
given cardiac glycoside therapy, 12 died, six did not improve and 
10 showed improvement. 


Ugeskrift for Laeger, Copenhagen 
112:657-698 (May 11) 1950. Partial Index 
*Combined Intramuscular and Intrameningeal Streptomycin Therapy of 

Tuberculous Meningitis with Special Reference to Toxic Effects on 

Eighth Cranial Nerve. V. Bokkenheuser.—p. 657. 
Streptomycin Therapy of Acute Tuberculous Otitis Media. 

Christensen.—p. 667. 

*Frequency of Complications in Treatment with Sulfadimethyl Pyrimidine 

(Elkosin) Illustrated by 443 Cases. E. Harsigf and H. Petersen. 
Use of Thiouracil Derivatives During Pregnancy. J. Lund.—p. 671. 
Localized Myxedema in Exophthalmic Gogger. M. Warberg.—p. 673. 

Streptomycin Treatment of Tuberculous Meningitis. 
Bokkenheuser describes four patients with tuberculous meningitis 
treated intramuscularly and intrameningeally with streptomycin. 
Recovery occurred in three patients, two of whom were adults, 
but with loss of vestibular function and total or almost total 
deafness. One year after discharge their condition continued 
satisfactory except for the loss of hearing. The toxic effect 
on the eighth cranial nerve is ascribed to the intensive intrathecal 
administration of streptomycin; this route was used partly 
because the process is believed to be localized at the base of the 
cerebrum and partly because continued intraspinal injection was 
difficult in some cases. The point of attack of the streptomycin 
is assumed to be peripheral in the sense organs. 

Complications Following Treatment with Sulfadimethyl 
Pyrimidine (Elkosin).—Harslgf and Petersen found no grave 
renal complications in 43 patients treated with elkosin. Treat- 
ment was continued for more than a week in only 28 cases. 
There were a few cases of microscopic hematuria. No signs 
of injury to the blood were noted. Nausea, vomiting, rash 
and fever due to the drug were rare. No other complications 
occurred. The therapeutic effect was excellent. 


P. Mgller 


Wiener klinische Wochenschrift, Vienna 
62: 145-164 (March 3) 1950. Partial Index 


Greif.—p. 145. 


Large Doses of Iron in Parenteral Therapy. S. 
of Poly- 


Significance of Nutritional Disturbances for Pathogenesis 

neuritis. H,. Reisner.—p. 149. 
Reorganization of Body Scheme after 

H. Briicke.—p. 152. 

*Effects of Streptomycin on Auditory and Vestibular Apparatus. 

Majer.—p. 158. 

Effects of Streptomycin on Auditory and Vestibular 
Apparatus.—Majer reports on 75 patients, 47 with tuberculous 
meningitis and 28 with other tuberculous lesions, who were 
treated with streptomycin. The majority of the patients were 
children aged less than 14 years. Thorough examinations with 
the tuning fork and with special consideration for the higher 
tones were performed instead of audiometry, which could not 
be carried out because of the serious condition of the patients. 
Slight lowering of the higher tone limit was observed in four 
patients. Complete bilateral deafness with simultaneous ves- 
tibular lack of excitability were observed only in one patient, 
aged 20, with pulmonary tuberculosis and tuberculous men- 
ingitis, who had been given a total dose of 92 Gm. of strepto- 
mycin. Regression of the cochlear disturbance may result from 
discontinuation of the drug as soon as severe difficulty of hear- 
ing occurs. There was a much higher incidence of vertigo and 
of disturbances of equilibrium. Spontaneous horizontal nystag- 
mus was observed in 10 children and second degree rotatory 
nystagmus in two. Distinct caloric lack of excitability of the 


Plastic-Surgical Intervention. 


E. H. 


vestibular apparatus was demonstrated ‘only in two patients who 
had received up to 20 Gm. of the drug during the first weeks 
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of the treatment. A reduced caloric excitability was observed 
in 12 of 27 patients who had been given a total dose of up to 
50 Gm. of streptomycin in the course of several months. Some 
of these patients presented also a reduced rotatory excitability. 
Two patients who had been given dihydrostreptomycin did not 
show any disturbances. Pronounced caloric hypoexcitability 
was observed in 20 of 36 patients who had been given 50 to 187 
Gm. of streptomycin in the course of six months. Complete 
loss of excitability was observed in five patients. Vestibular 
disturbances were rare in patients who received only 1 Gm. or 
less of the drug per day. A waddling, unsteady gait was fre- 
quently associated with the vestibular disturbances, but the dis- 
turbance of gait as well as the vertigo disappeared within days 
or weeks of complete rest. Control examinations 15 months 
after discontinuation of the treatment still revealed caloric hypo- 
excitability in seven patients, while four patients showed a 
normal caloric excitability in contrast to their former reduced 
excitability. Vestibular regeneration therefore is possible. 
Smaller daily doses of the drug and the administration of the 
less toxic dihydrostreptomycin are recommended to prevent 
vestibular damage. 


62:165-180 (March 10) 1950 


Recurrent Goiter and Its Prevention. P. Huber.—p. 165. 


Antagonism of Dinitro-Orthocresol and Thiouracil. H. Siedek.—p. 168. 
*New Experiments with Peroral Insulin Therapy. F. Lasch.—p. 170. 
Clinical Aspects of Multiple Primary Neoplasms in Gynecology. V. Grin- 

berger.—p. 173. 

Peroral Insulin Therapy.—Experiments by Lasch on rab- 
bits showed that 10 to 20 per cent of the commercial insulin 
permeates membranes which are impervious to albumin, pro- 
vided that ultrafiltrates of commercial insulin are employed. 
Experiments on animals and therapeutic trials in human beings 
revealed that the ultrafiltrated portion of the commercial insulin 
administered by mouth permeates the intestinal wall of animals . 
and men and causes lowering of the blood sugar level. This 
effect may be obtained without administration of substances 
which favor absorption. Rapid absorption of the ultrafiltrates 
of the insulins resulted from intraduodenal administration in the 
absence of antifermentative substances. Administration of anti- 
fermentative substances, such as the organic dyes trypan red 
and malachite green, is required in addition to oral administra- 
tion of ultrafiltrates of insulin in order to obtain the same effect 
on the blood sugar level. These dyes prevent the inactiva- 
tion of the insulin by pepsin and trypsin. The author extracted 
crude insulin from the pancreas of cattle. By using these unpuri- 
fied crude insulin preparations for ultrafiltration he was able 
to obtain a considerably increased ultrafiltrate portion with 
the described effect on the blood sugar level. The employment 
of these ultrafiltrates seems to offer good prospects for thera- 
peutic trials. 


Zentralblatt fiir Chirurgie, Leipzig 
75:353-432 (No. 6) 1950. Partial Index 

*Surgical Treatment of Chronic Gastric and Duodenal Ulcers. 

and H. G. Haublein.—p. 353. 
Question of Total Gastric Resection. V. Regensburger.—p. 368. 
Surgical Therapy of Chronic Constipation. H. Uebermuth.—p. 377. 
Enterocystoma and Meckel’s Diverticulum. A. Herink.—p. 390. 
Sigmoid Volvulus. E. Schiitze.—p. 396. 
Chronic Nonspecific Prostatitis and Congestion Prostatitis. K. Boshamer. 

—p. 404. 
Diseases and Injuries Due to Hydrofluoric Acid. E. Beck.—p. 414. 

Surgical Treatment of Chronic Ulcers of Stomach and 
Duodenum.—Schwarz and Haublein base this report on obser- 
vations in 1,200 patients in whom gastric resection was done 
for gastric and duodenal ulcers. This number does not include 
patients subjected to resection for perforation or corrective 
resection. They conclude that the radical resection of the 
stomach according to Reichel gives the best prospects of per- 
manent cure and largely protects against recurrence. The 
authors also evaluate resection for exclusion according to 
Madlener and Finsterer, the operation for jejunal ulcer and 
the treatment for bleeding ulcer. They observed the develop- 
ment of carcinoma in 1.5 per cent of gastric ulcers. The simul- 
taneous occurrence of gastric carcinoma and ulcer is possible. 


E. Schwarz 
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BOOK NOTICES 


The reviews here published have been prepared by competent authorities and 
do not represent the opinions of any official bodies unless specifically stated. 


The Surgical Treatment of Facial Injuries. By Varaztad Hovhannes 
Kazanjian, M.D., D.M.D., Consulting Surgeon, Massachusetts General 
Hospital, Boston, and John Marquis Converse, M.D., Assistant Professor 
of Clinical Surgery (Plastic Surgery), New York University College of 
Medicine, New York. Cloth. $10. Pp. 574, with 746 illustrations. The 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2, 1949. 

This volume is an extensive modern treatise on plastic surgery 
of the face, mouth and jaws. Ten chapters are devoted to the 
management of acute injuries and 10 to reconstructive surgery. 
The five remaining chapters consist of supporting material on 
anatomic and developmental studies of the facial structures, 
wound healing, operative technic, prosthetics and anesthetic 
management. 

The senior author originated many new technics during his 
service in World War I. Indeed, in the treatment of wounds 
he was in advance of his time. Among his contributions were 
early débridement with delayed primary closure of facial wounds 
and immediate use of dental prostheses to prevent contracture 
of soft tissue pending definitive repair. The junior author con- 
tinued their work in World War II, and this magnificent array 
of case studies forms the basis for their methods with supple- 
mentary material from a large civilian practice. The ingenious 
employment of mechanical aids for maintaining position of bone 
and soft tissue is a feature of their practice which has continued 
in a highly developed phase. 

The repair of deformities of the lip, cheek, nose and forehead 
is discussed in detail. The many original and modified pro- 
cedures are well illustrated, and they provide a rich experience 
for the reader to draw on in planning similar operations. Sim- 
plicity in design and execution, the use of adjacent tissues rather 
than free grafts or distant pedicled flaps and the excellent results 
therefrom attest to the value of the book. The authors’ technic 
is stressed throughout, and it was not their intent to provoke 
controversy in their text by comparisons to the work of others. 
Therefore, the bibliography is small but well chosen. The book 
is highly recommended. 


Finfzig Jahre Pathologie in Deutschland: Ein Gedenkbuch zum 
S50jAhrigen Bestehen der Deutschen Pathologischen Geselischaft (1897- 
1947). By Walther Fischer und Georg B. Gruber. Cloth. 33 marks. 
Pp. 334, with 2 illustrations. Georg Thieme Verlag, Diemershalden- 
strasse 47, (14a) Stuttgart-O; Agents for U.S.A.: Grune & Stratton, Inc., 
381 Fourth Ave., New York 16, 1949. 

Pathology in Germany long antedated the formation of the 
German Pathological Society, and the interchange of ideas and 
dissemination of information took place through sections of 
medical and other scientific societies. However, in 1897, Vir- 
chow, then 76 years old, and his former pupil, von Reckling- 
hausen, 64 years old, were the principals in the establishment 
of this special society. Pathology was orientated as a field of 
medicine, and within the year numerous eminent clinicians 
became members. This volume, written to celebrate the fiftieth 
anniversary, in 1947, was prepared in “schwerster Notzeit des 
Vaterlandes.” The first part gives an account of the foundation 
and development of the organization, analysis of the programs 
and the special topics for the meetings. Virchow was presi- 
dent for the first four years, but thereafter the chair changed 
hands annually. Included are brief biographic sketches of each 
president, which outline the person and his place in the progress 
of pathology during the half-century. There is then a review 
of the interrelation of pathology and etiology followed by excel- 
lent life histories of two men who contributed greatly to the 
subject and the society, Friederich von Miller and Ludwig 
Aschoff. The only illustrations in the book are good repro- 
ductions of photographs of these two men. The next section 
of the book deals with the development of morphologic pathol- 


ogy, its interweaving with physiology and biochemistry, its 
interest in metabolism, pigmentation, vitamins, hormones and 
circulation. To each division is attached a bibliography, largely, 
but by no means completely, German. 

The establishment of departments in the institutions of learn- 
ing and of the hospital laboratories is well covered. At the 
end of the book are good indexes of names of subjects and 
of places. 

The meetings have been interrupted by two World Wars and 
by disastrous political events. In the years of National Social- 
ism, freedom of action and research was suppressed, and work 
was also handicapped bygpoverty and later by destruction of 
buildings and facilities. The wounds and scars do not dim the 
achievement of a series of great men, nor is it to be wondered 
at that the mantle of pathology is now worn in other nations. 
To all who wish to have documented the story of men and 
principles in a significant period of the history of science, this 
volume is highly recommended. It is well written, well produced, 
informative and thought provoking. 


Cardiography. By William Evans, M.D., D.Sc., F.R.C.P., Physician to 
the Cardiac Department of the London Hospital. Cloth. $6.75. Pp. 
140, with 211 illustrations. C. V. Mosby Company, 3207 Washington 
Bivd., St. Louis 3; Butterworth & Co., Ltd., 4-6 Bell Yard, Temple Bar, 
London, W.C.2, 1948. 

It is difficult to assign a place to this booklet among the 
many now available on the subject. In the preface the author 
states that the purpose of the book is to help the student pre- 
paring for a higher examination in medicine and especially to 
assist hospital medical officers called on to report on an occa- 
sional electrocardiogram and to guide practitioners in under- 
standing the findings reported to them on patients sent for 
cardiac examinations. It is unlikely that this book could success- 
fully serve in any of these capacities. It is entirely too super- 
ficial, and the text is teo inadequate for anyone unfamiliar with 
electrocardiography; it has nothing to offer the intermediate 
student. 

Arrhythmias are dealt with in an elementary way in the 
text, but the illustrations are often much more complex, and 
since the author does not deal with these complexities, the alert 
student will be aware that much of the illustrative record is 
unexplained. The legends to the illustrations do not incorpo- 
rate an interpretation; as a result the reader is obliged to turn 
pages back and forth between text and illustrations to correlate 
the two. The use of such terms as “the rate is a little rapid,” 
“or the P-R is full” or the “rhythm is regular or irregular” 
(without identifying the mechanism) would best be replaced 
by more precise statements. 

The viewpoint of the text is not new or up-to-date. The 
author uses the term “left and right axis shift” in the place of 
“left and right bundle branch block.” All descriptions of the 
patterns of block and heart strain are described without refer- 
ence to the variation that may be produced by position. The 
author’s classification of “auricular tachycardias” is not one 
likely to simplify the matter for the tyro. Auricular flutter 
is arbitrarily classified under this heading in spite of the fact 
that, on clinical grounds alone, a different etiology is suggested 
(e. g., auricular tachycardia responds to vagus stimulation, the 
flutter does not). The term “dissociation” is used to cover 
any difference in rate between the auricles and ventricles regard- 
less of whether it is an active or passive mechanism, with 

or without block. 

There are many statements with which few will agree; ¢. &. 
one may differentiate subaortic stenosis from the acquired aortic 
stenosis by the usual presence in the electrocardiogram of the 
former of right axis shift. The author conveys a feeling of 
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considerably greater familiarity in the section devoted to heart 
sounds, but not all of the sound tracings are of good illustrative 
quality. It is difficult to conceive for whom or in what 
capacity this book will prove of service. 


Textbook of Healthful Living. By Harold S. Diehl, M.A., M.D., Sc.D., 
professor of Preventive Medicine and Public Health, and Dean of the 
Medical Sciences, University of Minnesota, Minneapolis. Fourth edi- 
tion. Cloth. $4. Pp. 776, with 50 illustrations. McGraw-Hill Book 
Company, Inc., 330 W. 42nd St., New York 18; Aldwych House, Aldwych, 
London, W.C.2, 1950. 

An excellent job of lay reader orientation is provided in this 
new edition by Diehl, who demonstrated in earlier editions that 
he has unusual ability to make healthful living more than a 
matter of dogmatic advice. The lucidity of his discussions 
indicates strongly that the volume is appropriate for groups even 
below the college level to which it is directed. 

Temperate, logical explanations are provided in the wide 
yariety of subjects that receive attention. In addition to dis- 
cussions of specific health aids, including nutrition and care of 
yarious important organs, such as the eyes, ears, teeth, skin 
and digestive system, there are instructive considerations of 
disease céntrol measures, sanitation, school health, voluntary 
health services, mental health problems and control of animal- 
borne and insect-borne diseases. Chapters on sex life and modern 
parenthood are especially valuable. 

Liberal amounts of tables, charts and drawings are additional 
factors increasing the teaching value of this book. Also, five 
appendixes present practical data that can be utilized by the 
individual reader. Among these are details of nutritional values 
of various foods, a personal health record form and a glossary 
of terms used in the book. Especially complete is the appendix 
dealing with control of communicable disease. A new feature 
in connection with the book is the provision by the publishers 
of five sound motion pictures and five silent filmstrips that are 
specifically correlated with various chapters. Full details of 
this correlation are given in the front of the book. 

This volume can be recommened wholeheartedly by physi- 
cians who are engaged in health education activities or who teach 
classes in this subject, as well as all physicians whose patients 
are “those who prefer facts to fads, sanity to superstition, under- 
standing to belief,” to whom Diehl has dedicated his book. 


Visual Development. Volume |. By J. H. Prince, F.R.M.S., F.Z.S., 
F.B.0.A. With a Foreword by Professor H. Hartridge, M.A., M.D., Sc.D., 
Professor of Physiology, University of London at St. Bartholomew's Medi- 
eal College, London. Cloth. $9.50. Pp. 418, with 196 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves, Balti- 
more 2, 1949. 

This treatise on vision, listed as volume I, is a scholarly 
presentation of the subject considered largely from a morpho- 
logic point of view. Volume II is proposed for publication at 
a later date for the presentation of theories and proofs. The 
present volume is of interest to any reader with a broad interest 
in the anatomic and developmental features of the organ of 
vision throughout the animal kingdom. The entire book is well 
written, presented in an interesting manner and contains much 
in the way of little known factual material. 

Part I is devoted to the mechanism of the visual act in 
animals and in man, with special chapters on photoreception, 
perception, retinal structures, photochemical aspects and retinal 
stimulation quanta. Part II is concerned with the evolutionary 
aspects, with discussion of invertebrate and vertebrate eyes and 
special emphasis on nocturnality and diurnality, especially in 
relation to pupillary function. The tapetum is described and 
discussed. Part III deals with color vision, with a considera- 
tion of its evolution and a presentation of the various theories. 
Part IV discusses night vision, dark adaption tests and the 
association of nystagmus with retinal defects. Part V describes 
the routine examination of animals’ eyes, technic of preparing 
and examining microscopic sections and includes a final chapter 
on the significance of various fundi. This last chapter is of 
particular interest to the ophthalmologist and is well illustrated 
with color plates of the fundus of various animals. 

The author is to be congratulated on the publication of a 
book which may stimulate others to carry on research in 
zoologic optics. The promised volume II is awaited with interest: 
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Handwriting Analysis as a Psychodiagnostic Tool. A Study in Gen- 
eral and Clinical Graphology. By Ulrich Sonnemann, Ph.D., Associate 
Professor, New School for Social Research, New York. With a Fore- 
word by Bela Mittelmann, M.D. Cloth. $5. Pp. 276, with 247 illus- 
trations. Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1950. 

The author presents a detailed description of methodology 
of handwriting analysis as a psychodiagnostic tool. Early, 
mostly nonscientific efforts in handwriting analysis are men- 
tioned and the basic work of Klages, to which the author 
ascribes all, present day “scientific” graphology, is outlined and 
critically discussed. 

The book is primarily designed to present graphologic analysis 
as a scientific and individually accurate projective method for 
personality diagnosis. Meanings of form quality, rhythm, regu- 
larity, sharpness, pressure, size and other dynamic aspects of 
handwriting are discussed and interpreted in relation to basic 
theoretic concepts of graphology. Examples of the method of 
such interpretations are given in relation to problems of per- 
sonnel selection and as illustrations of the use of this technic 
in psychiatric diagnosis. 

The book is interesting and well written. Some of the 
material and many of. the interpretations are, however, of 
undoubtedly controversial nature. In the several examples pre- 
sented, wherein interpretation is provided on the basis of a 
single sample of handwriting, interpretations appear far too 
detailed and all too inclusive. Much further research is needed 
to clarify theory and practice in this field. There seems little 
doubt, however, that handwriting analysis, properly conducted, 
can hold a place along with other more formalized projective 
technics as an adjunct in personality diagnosis. 


htek halt, 


Atlas der Haut- und Geschi Von Dr. Walter Frieboes 
and Dr. Walther Schénfeld, 0. 6. Professor und Vorstand der Universi- 
titsklinik und Poliklinik fiir Haut- und Geschlechtskrankheiten Heidel- 
berg. Cloth. 66 marks. Pp. 266, with 428 illustrations. Georg Thieme 
Verlag, Diemershaldenstrasse 47, (14a) Stuttgart 0; Agents for U. 8S. A.: 
Grune & Stratton, Inc., 381 4th Ave., New York 16, 1949. 

In addition to the 428 photographs, mostly colored, this atias 
gives short remarks on the differential diagnosis and therapy 
pertaining to the diseases pictured. The purpose of the volume 
is to give a rapid orientation for the practitioner in the office 
diagnosis of the more common skin and venereal diseases and 
their atypical manifestations. The material has an arrange- 
ment similar to that of Schoenfeld’s textbook (J. A. M. A. 
142:766 [March 11] 1950). Most of the pictures are selected 
with excellent didactic sense, although there are a few excep- 
tions. Figure 13 is not in the least characteristic for pustular 
rosacea. On figure 25, the most characteristic feature of 
pityriasis rosea, the scaling ring in an intermediate zone, cannot 
be recognized. Neither is figure 247 characteristic of necrobiosis 
lipoidica. The colors are not always true, but otherwise the 
pictures are technically perfect, and the whole atlas is a remark- 
able achievement both from the point of view of typographic 
skill and of teaching ability of its authors. The text is indeed 
written much to the point and with admirable brevity. The 
book is recommended to every physician who is in command of 
the German language. 








The Actinomycetes: Their Nature, Occurrence, Activities, and Impor- 
tance. By Selman A. Waksman, Ph.D., Professor of Microbiology, Rut- 
gers University, New Brunswick, N. J. Volume IX, Annales cryptogamici 
et phytopathologici (incorporating Annales Bryologici), edited by Frans 
Verdoorn, Ph.D. Cloth. $5. Pp. 230, with 39 illustrations. Chronica 
Botanica Company, 977 Main St., Waltham 54, Mass.; Stechert-Hafner, 
Inc., 31 E. 10th St., New York 3, 1950. 

Dr. Waksman’s lifework has been the study of soil micro- 
biology, and his attention has been focused during the past 
decade on one group of soil inhabitants, the actinomycetes, 
because they occupy a prominent place in modern medicine as 
sources of antibiotics. . 

Bergey’s “Manual of Determinative Bacteriology,” 1948, is 
accepted by the author as his basis for classifying the order 
actinomycetales, subdivided to include genus I, Actinomyces; 
genus II, Nocardia; genus III, Streptomyces, and genus IV, 
Micromonospora. The actinomycetes were so classified because 
of their similarity to bacteria, and yet they are distinct 
from the eubacteriales, or true bacteria. Considerable space is 
devoted to the terminology, phylogeny and taxonomy of this 
group. 
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The actinomycetes are universally found in nature and com- 
prise a large and heterogenous group of micro-organisms. 


Their roles in human, animal and plant diseases; their impor- 


tance in the maintenance of the carbon and nitrogen cycles in 
nature; their metabolic processes, which produce vitamins, 
enzymes and antibiotics, and their physical and biochemical 
properties are discussed in the chapters of this book. 

The volume is recommended to those who are interested, as 
practicing physicians or students, in those aspects of mycology. 


Child Treatment and the Therapy of Play. By Lydia Jackson, B.Sc., 
and Kathleen M. Todd, M.D., D.P.M. With Forewords by Helen Ross, 
Administrative Director, Chicago Institute for Psychoanalysis, and 
Emanuel Miller, M.A., M.R.C.P., D.P.M. Second edition. Cloth. $2.50. 
Pp. 159. The Ronald Press Company, 15 E. 26th St., New York 10, 1950. 

In this book the authors stress the role of play as an expres- 
sion of the child’s emotional problems. Careful observation and 
analysis of the patterns of children’s play can provide the same 
clues to understanding of inner conflicts that are revealed 
through the verbal expression of adult difficulties. The place of 
play as a method of therapy is also emphasized. Play is used, 
step by step, to help the child understand his problems and in a 
sense is analogous to conversation and free association in the 
adult. The importance of childhood personality difficulties is 
clearly evident when early deviate behavior is regarded as the 
precursor to adult neurosis. The authors point out that the 
behavior of the neurotic child during play differs greatly from 
that of the normal child. The skilled observer is able to detect 
disturbances due to overanxiety, excessive aggression or infe- 
riority and guilt by careful study of the child’s play patterns. In 
making use of play in treatment, the therapeutist not only helps 
the child to overcome his fears but gains knowledge of the 
individual nature of the mental life of the child. 

A useful part of the small volume is that devoted to the 
parent’s relation with the disturbed child, in which the 
importance of parental attitudes in influencing the child’s 
behavior and facilitating treatment is emphasized. The care- 
fully drawn anecdotal records used to illustrate. and clarify 
the text serve a useful purpose in demonstrating the application 
of play therapy to real life situations. The book should prove 
helpful to professional people concerned with child growth and 
development and to parents sincerely interested in the mental 
health of their children. 


Medical Diseases of the Kidney (an Atlas and Introduction). By J. 
F. A. McManus, M.D., Associate Professor of Pathology, The Medi- 
cal College of Alabama, Birmingham, Alabama. Cloth. $6. Pp. 176, 
with 100 illustrations. Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1950. 

The first two chapters are given over to a description of 
the components of the normal kidney, closely integrated with 
the functions of the organ and its various parts. This unusually 
lucid discussion is followed by a consideration of the general 
reactions of the kidney to injury and then by chapters on acute 
renal failure, chronic renal failure and certain special lesions 
of the kidney. The illustrations include, principally, photo- 
micrographs, together with diagrams and several: gross photo- 
graphs. These are exceptionally good in all respects. A list 
of 115 references is up-to-date and, in spite of a few omissions, 
is reasonably adequate. 

Years of experience and fine training are reflected in the 
clarity of exposition and completeness of coverage. In addi- 
tion, much valuable information has been furnished by the use 
of special microscopic and other modern technics. The periodic 
acid (Schiff’s reagent) and the method for demonstration of 
alkaline phosphatase have been employed to great advantage 
and have clarified several problems of morphology and physiol- 
ogy in diseased states. The reviewer cannot fully agree with the 
apparent acceptance of the Trueta interpretations. Also, it 
seems that controversial matters are not given full discussion. 
Admitting that typographic errors occur in practically all books, 
proofreading might have been more thorough. 

The book is an important contribution to the literature of 
renal disease and is highly recommended to both pathologists 
and clinicians who wish to keep themselves well informed in 
this field. 





J. A. M. A, 
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Tumours of the Sheaths of the Peripheral Nerves (Studies on Their 
Structure, Histogenesis and Symptomatology). By Erkki Saxén. Acta 
pathologica et microbiologica scandinavica, supplementum LXXIX(79). 
Paper. Pp. 135, with 57 illustrations. Ejnar Munksgaard Forlag, 
Ngrregade 6, Copenhagen, 1948. 

This monograph is concerned primarily with the microscopic 
morphology and the cytogenesis of the tumors of peripheral 
nerves. It is based on 76 tumors of peripheral nerves and a 
corollary study of 5 plexiform neuromas, 5 tumors of the skin 
from patients with neurofibromatosis and 5 amputation 
neuromas. 

The monograph begins with a brief survey of the literature, 
which is followed by a brief presentation of each of the 91 cases 
studied. The author then discusses the microscopic appearance 
of the different tumors under consideration. This important 
section of the monograph is lacking in clarity. The presen- 
tation is confused and leaves the impression that the author 
himself had no clear, concise understanding of his problem. He 
subdivides neurinomas into three groups of questionable validity. 
The well tempered and qualified statement in his discussion that 
even though the identification of the schwannian cells is very 
difficult, his material would seem to support the schwannian 
origin of the neurinomas is in striking contrast to the unjusti- 
fied dogmatic statement in the summary and conclusions that 
“The neurinomatous tissue is quite obviously formed from the 
schwannian cells,” a statement which the author himself admits 
he cannot prove. 

This monograph contributes little if anything new to this 
intriguing problem but will be of interest to all who are inter- 
ested in the tumors of the peripheral nerves. The illustrations 
are not remarkable. There is no index and only a limited 
bibliography. 





Textbook of Biochemistry. By Benjamin Harrow, Ph.D., Professor of 
Chemistry, City College, College of the City of New York. Fifth edi- 
tion. Cloth. $6. Pp. 609, with 139 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grace St., Shaftes- 
bury Ave., London, W.C.2, 1950. 

So rapidly is animal biochemistry developing that this edition 
appearing only four years later than the fourth, takes a page to 
list some of the more important of the new materials added. 
The chief single addition is a chapter on biologic antagonists. 
Of other additions, it can be briefly said that the most important 
established biochemical facts and theories accepted by the early 
part of 1949 seem to have been considered at least to the point 
of brief mention. 

The text is clearly and concisely written and logically 
arranged. Liberal use is made of exact cross references, struc- 
tural formulas, tables, graphs, anatomic drawings and clinical 
photographs. The bibliographies are annotated and differ from 
those in many college texts in the larger number of original 
papers cited. In the appendix are tables on the nutritive value 
of foods and a brief treatment of those parts of physical chemis- 
try most needed by the biological chemist. The index is thor- 
ough: one of its features is the inclusion of variant spellings. 
Finally, the printing and binding are good. 


Kreislaufstérungen an den Gliedmassen und ihre Behandlung. By Dr. 
med. Erich Bumm. Half-Cloth. 18 marks. Pp. 182, with 34 illustra- 
tions. Urban & Schwarzenberg, Thierschstrasse 11, Miinchen 22, 1949. 

The author has summarized the pathology, diagnosis and 
treatment of disorders of the peripheral circulation involving 
the extremities. The monograph was written for the general 
practitioner and internist, and the author has successfully pre- 
sented such facts as will enable the physician to diagnose and 
treat circulatory disorders of the extremities and to know what 
conditions are amenable to surgery. After an introductory sec- 
tion on the anatomy and physiology of the circulation of the 
extremities, the author discusses the diagnosis, clinical features 
and treatment of circulatory insufficiency of the extremities sec- 
ondary to vascular disease, neurogenic disturbances, embolism, 
thrombosis, freezing, aneurysms, varicosities, thrombophlebitis, 
elephantiasis, venous occlusion of the upper extremities and 
Sudeck’s syndrome (localized atrophy of bone). The book is 
sound and well written and may be recommended to the general 
practitioner as well as the surgeon. 
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A History of Biology: A General Introduction to the Study of Living 
Things. By Charles Singer. Second edition. Cloth. $5. Pp. 579, with 
194 illustrations. Henry Schuman, Inc., Publishers, 20 E. 70th St., 


New York 21, 1950. 

This book, which first appeared in 1931, has been out of print 
for some years. The author attempts to give in simple language 
a critical survey of the historical development of biologic 
problems. He finds mechanistic interpretations of life unsatis- 
fying, but recognizes that the mechanistic outlook has been 
responsible for far-reaching biologic investigations. He is, 
moreover, conscious of the danger of confounding physical with 
metaphysical issues. The book has three parts: (1) “The Older 
Biology,” (2) “The Historical Foundations of Modern Biology” 
and (3) “Emergence of Main Themes of Contemporary Biol- 
ogy.” There are some controversial statements. The chapter 
on evolution is interesting, particularly the discussion of Dar- 
win’s theory. The battle of evolution, the author says, “is now 
a stricken field; on the other hand, as to the mechanism of the 
directive forces of evolution, we are still in utter doubt.” Among 
the numerous illustrations is a photograph of a skeleton pre- 
pared by Vesalius, who, in 1546, passed through Basel and had 
with him this skeleton, on which he was ‘invited to demon- 
strate. On reaching the town, Vesalius presented the skeleton 
to the University, in whose charge it remains to this day. 
This, it is said, is the oldest biologic preparation that was made 
with a scientific motive and that is now in existence. The author 
was for many years lecturer on the history of biology at Oxford 
University in England and in 1930 delivered a series of lectures 
at the University of California. He is a doctor of literature as 
well as of medicine and has published books entitled “Evolution 
of Anatomy,” “A Short History of Science” and “A Short 
History of Medicine.” 


Cancer Nursing: A Manual for Public Health Nurses. [By Mar- 
garet Knapp, Nurse Officer of the National Cancer Institute.] A Joint 
Project of the National Cancer Institute, Public Health Service, Federal 
Security Agency and the New York State Department of Health. Leonard 
A. Scheele, M.D., Surgeon General, Public Health Service; Herman E. 
Hilleboe, M.D., Commissioner of Health, State of New York. Paper. $1. 
Pp. 88, with illustrations. New York State Department of Health, 
Albany; Health Publications Institute, Inc., Raleigh, N. C., 1950. 

This manual was written as a tool for the public health 
nurse. It is hoped that it will enable her to recognize the 
early signs and symptoms of cancer and to enrich her home 
visits, her interviews and her teaching. The manual ably 
fulfils its purpose. It provides information pertinent to the 
public health nurse’s needs on the nature and cause of cancer, 
common sites and types of cancer, the principles of its diag- 
nosis, treatment and care. Cancer statistics and cancer control 
programs are discussed. The nurse will find particularly valu- 
able the well organized and informative material on prehospital 
and posthospital nursing care of the cancer patient. Nursing 
procedures such as nasal feed:ngs, crutch walking and the 
care of tracheotomy, gastrostomy, colostomy, mastectomy and 
cystostomy patients are outlined and illustrated. The book is 
recommended particularly for public health nurses and students 
affiliating in this service. Furthermore, all nurses, as health 
teachers, will be interested in the material in this manual to 
reinforce their knowledge of cancer. 


Das Muskelspiel des Menschen. Von Dr. Hermann Hoepke, Professor 
der Anatomie in Heidelberg. Third edition. Boards. 8.50 marks. 
Pp. 101, with 85 illustrations. Piscator-Verlag, Eberhardstrasse 10, 
Stuttgart-S, 1949. 

The author discusses the movements of the joints of the body 
in terms of the interplay of various muscles. The text is read- 
able and informal but anatcmically sound, proceeding syste- 
matically from lower extremities and trunk to upper extremities 
and head. It is illustrated with excellent drawings and photo- 
graphs, some of which are amazing; examples are figure 61 
showing a paraplegic boy who has become accustomed to 
walking on his hands and figure 82 showing a roentgenogram 
of a contortionist’s vertebral column. A study of the illustra- 
tions will quicken any student’s interest in anatomy, and a 
careful reading of the text would constitute a good review of 
many aspects of the subject. A copy of this book should be 
accessible in .every., library, used. by..students .of .medicine and 
physical education. 
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The Yearbook of Psychoanalysis. Volume V, 1949. Managing Editor: 
Sandor Lorand, M.D. Editorial Board: Henry A. Bunker, M.D., and 
others. Collaborating Editors: Edward Bibring, M.D., and others. 
Cloth. $7.50. Pp. 317. ‘International -Untversities Press,-Inc., 227 w. 
13th St., New York 11, 1950. 

This book is a sifting and collection of papers by outstand- 
ing psychoanalysts presented as being of greatest significance 
and interest in recent years. Several papers are reprinted 
from journals such as “The International Journal of Psycho- 
analysis, Psychoanalytic Quarterly, Psychosomatic Medicine 
and from the book “Searchlights on Delinquency.” A symposium 
on “Evaluation of Therapeutic Results,” by Oberndor, Greenacre 
and Kubie, is of particular interest. 

Other valuable inclusions are a discussion of-the “Theory of 
Life and Death Instincts,” by Franz Alexander; a presentation 
of the dynamics underlying “Addiction and Alcoholism,” by 
Ernst Simmel, and “The Analytic Treatment of Major Crimi- 
nals,” by Melitta Schmideberg. 

In the matters touched on, this collection of 22 papers appears 
well representative of the forefront of thinking in psychoanalytic 
psychology today. 


Klinische Endékrinologie: Ein Lehbruch fiir Arzte und Studierende. 
Von Dr. Arthur Jores, 0. Professor, Direktor der II. Med. Universitits- 
Klinik, Hamburg-Eppendorf. Third edition. Paper. 36 marks. Pp. 428, 
with 90 illustrations. Springer-Verlag, Reichpietschufer 20, Berlin W35 
(Britischer Sektor), 1949. 





Although bearing the imprint of 1949, this text is no more 
up-to-date than corresponding American texts issued almost a 
decade ago. The author apparently has not had access to the 
world literature after 1939, for the bibliography appended to 
the book lists few references after this date, nor does one find 
mention in the text of the more recent advances. Except for 
this vital defect, the book is well written and organized and 
summarizes the fundamental clinical facts of endocrinology with 
briefer attention to the anatomic and physiologic basis under- 
lying this subject. Appendixes include methods for hormone 


_ assays (unfortunately not always the most recent or best avail- 


able) and a chronologic list of important discoveries in endo- 
crinology. The illustrations are well chosen but lose much of 
their effectiveness by poor reproduction. 

In general, this text cannot be recommended for the Ameri- 
can reader, to whom a briefer, more critical and more up-to-date 
text in English is availab!e. 


. Studies on Lipids in the Nervous System with Special Reference to 
Chemical Determination and Topical Distribution. Ry 

Gunnar Brante. Akademisk avhandling, Uppsala Universitet. Acta 
physiologica scandinavica,’ Vol. 18, Supplementum 63. Paper. Pp. 247, 
with 7 illustrations. Appelbergs, Boktryckeriaktiebolag, Uppsala, 1949. 





Gunnar Brante of the Institute of Medical Chemistry, Uni- 
versity of Upsala, Sweden, critically examined modern concepts 
of lipid chemistry and modern micromethods for separating and 
determining individual lipids in biologic materials prior to mak- 
ing a thorough, careful study of the topical distribution of lipids 
in the nervous systems of man, cow, horse, rabbit, rat and lob- 
ster. He paid attention to the lipids in axons and in the myelin 
sheath. The results of his work are given here in English. 

The substances determined routinely were: total lipids, lipid 
phosphorus, phosphorus released by mild treatment with alkali 
and acid, glycerin, choline, choline in lecithin, 2-aminoethanol, 
amino acids, hexoses, inositol and cholesterol. From the results 
of these analyses are obtained the total lipids, phospholipids, 
free and total cholesterol, cerebrosides, lecithins, cephalins A 
and B, sphingomyelins, diglycerides, ethanolamine phospho- 
lipids, serine phospholipids and “diphosphoinositide.” 

Normai prenatal ani postnatal development of the central 
nervous system was observed in the rat and man, and analyses 
were made of the following abnormal tissues: spinal nerves from 
rabbits undergoing wallerian degeneration; 12 kinds of brain 
tumors; nervous systems of rats deficient in choline, thiamine, 
pantothenic acid or vitamin A, or fed small daily doses of 
-benzene hexachloride; the cortex and white matter of the 
brain and spinal cord of 2 patients who died of diffuse sclerosis, 
and.the cortex: and white matter from the. brain -of a person who 
had epidemic encephalitis. 
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Of special value to other workers in the field are Brante’s 
comparison of his and Weil's technics and results and his dis- 
. cussion of the errors in both methods, his observations that 
autolysis in intact healthy nerve tissues kept several days at 
room or body temperature does not affect the lipids in them but 
that storage in saline does, and his report on the effects of 
storage in formalin for varying lengths of time on the different 
sorts of lipids initially present. 

The author is a microchemist and is aware of the controversy 
which his interpretations of his data may arouse. Thus, he 
states: “The interpretation of some of my results was hard for 
me, not being an expert in histology and histopathology, and 
may no doubt be challenged or changed, if specialists can be 
stimulated to contest them.” 

The monograph is bound in paper and the reviewer’s copy was 
not well stitched. The English of Klas M. Lindskog, the trans- 
lator, is not idiomatic, although it is clear. But these are the 
only adverse criticisms to be offered of this monograph by the 
reviewer (who is also’'a chemist). The arrangement of material 
is logical, there are good summaries at the ends of chapters and 
at the end of the work, the bibliography is extensive (201 ref- 
erences), all results are collected in tables at the end as well as 
in tables and graphs in the text and the methods of analysis 
finally adopted are described in detail in a separately paged 
appendix. 


Ernahrung und Konstitution. Von Dr. med. Widukind Lenz. Half- 
Cloth. 15 marks. Pp. 246, with 3 illustrations. Urban & Schwarzen- 
berg, Thierschstrasse 11, Miinchen 22, 1949. 

This monograph attempts to prove that environmental and 
nutritional factors affect the endocrine and metabolic functions, 
which in turn induce constitutional changes that are responsible 
for many of the manifestations observed in health and disease. 
The author, while a prisoner of war in England, had access to 
the medical literature from which he has gleaned the material 
that he uses to support his thesis. The result is a well docu- 
mented summary which includes the recent American and British 
literature bearing on the subject. Unfortunately, the author 
lacks any critical sense of values and accepts as facts all the mis- 
conceptions and errors with which the literature is replete. He 
assumes, moreover, that mild endocrine deficiencies may induce 
pathologic variations that may be diametrically opposed to those 
seen in definitely proven endocrine disease. Hence, he accepts 
any observed abnormality as a manifestation of an endocrine and 
metabolic disturbance attributable to environmental or nutri- 
tional factors. The result is a collection of material which may 
be of interest to the critical reader already acquainted with the 
facts but which can only mislead the uninformed. There are 
numerous references appended to each chapter, but the index is 
incomplete and the paper and binding are of poor quality. 


Histology. By Arthur Worth Ham, M.B., Professor of Anatomy, in 
Charge of Histology, in the Faculties of Medicine and Dentistry, Uni- 
versity of Toronto, Toronto, Canada. Cloth. $10. Pp. 756, with 445 
illustrations. J. B. Lippincott Company, 227-231 8S. 6th St., Phila- 
delphia 5; Aldine House, 10-13 Bedford St., London, W.C.2; 2083 Guy 
St., Montreal, 1950. : . 

This is an excellent new textbook. Dr. Ham’s training has 
included pathology as well as strict histology. The book should 
prove useful to students of both subjects. Much new material 
is presented. Those interested in the evolution of the study of 
tissues will welcome the inclusion of histochemical findings. The 
standard discussion of histology is not overlooked. 

After a preliminary description of technics of tissue study, 
the author presents a valuable section on the interpretation of 
microscopic appearances. The subject matter in the body of 
the book follows standard patterns—cells, tissues and organs. 
There is the interesting innovation of distributing space to vari- 
ous tissues according to the frequency of their diseases. For 
example, the connective tissues receive special emphasis because 
of the importance of the degenerative diseases and cell division 
because of cancer. Edema has a discussion seldom bettered in 
pathology text books. 

The book is well produced. Photomicrographs, drawings and 
diagrams are plentiful and generally excellent. If any criticism 
is to be applied it stems from the fact that only the exceptional 
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photomicrograph is as informative as a good drawing. Some 
few of Dr. Ham’s photomicrographs, e.g., figures 84, 150, 262, 
316 and 322, are not up to the standards of concept and produc- 
tion manifested otherwise in this book. These can be replaced 
in later editions. 

The author’s style is unobstrusive; a good feature in a text- 
book. The bibliography and references are full and up-to-date. 
For accuracy, completeness and information, this book is a 
welcome addition to the field of histology textbooks. Patholo- 
gists especially will appreciate the practical viewpoints of 
selection and presentation of material. 


The Nose: An Experimental Study of Reactions within the Nose in 
Human Subjects During Varying Life Experiences. By Thomas H. 
Holmes, M.D., Helen Goodell, B.S., Stewart Woif, M.D., Associate Pro- 
fessor of Medicine, Cornell University Medical College, New York City, 
Harold G. Wolff, M.D., Professor of Medicine (Neurology), Cornell Uni- 
versity Medical College, New York City. With a Foreword by Warfield 
T. Longcope, M.D. Cloth. $4.50. Pp. 154, with 37 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Tll.; Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, 
England; The Ryerson Press, 299 Queen St., W., Toronto 2B, 1950. 

The present book gives a brief discussion of the pertinent 
literature on nasal physiology followed by a description of exten- 
sive observations by the authors on alterations in nasal function 
particularly under conditions of emotional excitement. Attempts 
were made to quantitate the response of the nasal mucosa, and 
numerous graphs show the results of well controlled experi- 
ments. It is found that ischemia and pallor accompany “feel- 
ings of being overwhelmed with an abject fear or with 
dejection,” whereas anxiety and resentment produce hyperemia, 
swelling, hypersecretion and even obstruction in the nose. 
Apparently, the autonomic discharge is different in different 
types of emotion as was shown earlier by the authors in their 
outstanding work on human gastric function. Blocking sympa- 
thetic impulses through injection of procaine hydrochloride in 
the stellate ganglion led to temporary hyperfunction of the nasal 
mucosa, whereas elimination of the parasympathetic supply 
caused nasal hypofunction with dry, pale and shrunken 
membranes. 

Other sections of the book deal with the relation of the nasal 
membranes to sexual functions and with the mechanism of sinus 
headache. The book is beautifully printed and illustrated. A 
bibliography and an index add to its value. 


The Nature of Natural History. By Marston Bates. Coth. $3.50. 
Pp. 309. Charles Scribner’s Sons, 597-599 5th Ave., ‘New York 17; 23 
Bedford Sq., London, W.C.1, 1950. 

This interesting book of natural history reviews not only facts 
of natural history but coordinates new information relative to 
the marvels of the living world. The objective of the book 
is apparently to describe “an area of science, using natural 
history as the example, emphasizing attitudes, historical back- 
grounds and personalities.” The book is written in a thoroughly 
interesting manner and includes chapters on the science of 
natural history, naming of organisms, the catalog of nature, 
history of organisms, reproduction, development of the individual, 
biotic communities, partnership and cooperation, parasitism, 
behavior of individuals, behavior of populations, biologic 
geography, adaptations, mechanism of evolution, natural history 
and human economy, natural history of naturalists, and finally, 
tactics, strategy and the goal. 

There are no illustrations. The printing, style and general 
appearance of the book are excellent. The story told by Dr. 
Bates should be enjoyable to anyone interested in natural history. 


Handbook on Accounting, Statistics and Business Office Procedures 
for Hospitals. Section 1. Uniform Hospital Statistics and Classifica- 
tion of Accounts. Publication No. M10-50. Committee on Accounting 
and Statistics, Council on Administrative Practice of the American Hos- 
pital Association. Paper. $2.50, for members. Pp. 155. The Assocla- 
tion, 18 E. Division St., Chicago 10, 1950. 

The present kandbook represents a continued effort of the 
American Hospital Association in developing a uniform system 
of hospital statistics and accounts. Only the first section of 
the handbook has been released, but additional sections will 
be prepared on simplified bookkeeping procedures for small 
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hospitals, hospital cost analysis, hospital financial and statistical 
statements, hospital accounting and business office procedures. 
The current issue, dealing with uniform hospital statistics and 
uniform classification of accounts, includes, also, an extensive 
check list of supplies and equipment with a further designation 
of the departments to which individual items should be charged. 
The section on hospital statistics describes the classification of 
hospital beds, admissions, births, deaths, patient days, average 
daily census, percentage occupancy, average length of stay, out- 
patient services and other statistical functions of individual 
departments. This is followed by four comprehensive chapters 
on the uniform classification of accounts, balance sheets, general 
fund income and general fund expense accounts. Having been 
prepared in the interest of uniformity, this volume should find 
immediate use in the hospital field. No doubt the completion 
of the other sections of the handbook will likewise be awaited 
with major interest. 


Fundamentals of Physical Chemistry for Premedical Students. By H. 
D: Crockford, Professor of Chemistry, University of North Carolina, and 
Samuel B. Knight, Professor of Chemistry, University of North Carolina. 
Cloth. $4.25. Pp. 366, with illustrations. John Wiley & Sons, Inc., 
440 Fourth Ave., New York 16; Chapman & Hall, Lid., 37-39 Essex 
St., Strand, London, W.C.2, 1950. 

This textbook for a one semester course for students major- 
ing in biology and medicine demands a knowledge of no 
mathematics beyond algebra and is simply and clearly written, 
generously illustrated and unusually well organized. Naturally, 
the treatment is somewhat superficial because all the topics 
usually covered in a full year’s course are touched on: gases, 
liquids, normal and electrolytic solutions, osmotic pressure, con- 
ductivity, equilibrium, electromotive force, pu, redox potentials, 
reaction rates and catalysis, adsorption, colloids, and radio- 
activity and nuclear fission. Biologic applications are indicated. 
Some special features are the following: inclusion of a problem 
which has been worked, with each important equation developed 
in the text; provision of two sets of problems at the end of 
each chapter, with answers in an appendix to the first set only; 
limitation of the bibliographies to a total of less than a dozen 
comprehensive texts that ought to be in every college library. 
The paper, printing and binding are good. 


The Psychology of Exceptional Children. By Karl C. Garrison, Ph.D., 
Associate Professor of Education, The University of Georgia, Athens. 
New edition. Cloth. $4.50. Pp. 517, with 42 illustrations. The Ronald 
Press Company, 15 East 26th St., New York 10, 1950. 


This is a remarkably useful book which covers the problem 
in 22 chapters. Four chapters are dedicated to the problems 


of gifted children whereas the rest of the book deals with the ° 


mentally retarded, the physically handicapped and the emo- 
tionally and socially maladjusted children. Every chapter is 
closed with a summary and a list of questions and exercises 
which will enable the student to check his progress while 
studying the book. Abundant references are given, mostly as 
footnotes, but selected references and suggested materials for 
further reading follow every chapter. This book is highly 
recommended to beginners in the field as a basis of study or, 
for general information, to laymen interested in the welfare 
of society. The book is clearly written, points out contro- 
versial issues correctly and contains a wealth of information. 
Three appendixes containing a Diagnostic Child Study Record, 
The Vineland Social Maturity Scale and a list of books for 
older boys and girls with limited reading ability add to the 
usefulness of the book. It is recommended. 


Practical Neurological Diagnosis, with Special Reference to the Prob- 
lems of Neurosurgery. By R. Glen Spurling, M.D., Clinical Professor of 
Surgery (Neurosurgery), University of Louisville School of Medicine, 
Louisville, Kentucky. Fourth edition. Cloth. $5. Pp. 268, with 101 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1950. 





The fourth edition of this textbook follows with only slight 
alterations the previous editions. A new section on the hypo- 
thalamus and a glossary of neurologic terms have been added. 
The chapter on the cerebellum has been rewritten. 

The author discusses the physiology and methods of exami- 
nation of the various portions of the nervous system in separate 
chapters, each devoted to an anatomic subdivision. This method 
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of presentation is of value for the neurosurgeon who is inter- 
ested in determining whether a single lesion, a tumor, for 
example, is present in the cerebrum, cerebellum or spinal cord. 
But the presentation, particularly that of the neurologic exami- 
nation, is cumbersome and does not yield in an orderly fashion 
the information the student must have to evaluate the functional 
defects of the nervous system which may be present ina patient. 

The text is illustrated by a number of pictures and diagrams. 
These are well reproduced, but many of them do not serve any 
useful purpose. Some of the material in the text is out-of- 
date. For example, in the section on cerebrospinal fluid, the 
terms “paretic” and “luetic” are used to describe changes in the 
colloidal gold reaction. The addition of the glossary of neuro- 
logic terms has not added to the value of the book. It is too 
short and the terms are not well chosen. In addition, there 
are many- inadequacies and factual errors in the definition of 
the terms; for example, apraxia is defined as “loss of ability 
to perform purposeful movements”; Méniére’s disease as “an 
inflammatory process in the semicircular canals,” and petit mal 
as “a convulsion characterized by momentary loss of con- 
sciousness.” Similar factual errors are also present in the text. 
There is a good index and a small number of references to the 
literature in the appendix. The references represent source 
material from which illustrations in the text were reproduced 
or modified and most of these are over 15 years old. The 
author has not succeeded in his attempt to present a simple 
account of the principles of neurologic diagnosis for students 
and practitioners. 


Thomas W. Salmon, Psychiatrist. By Earl D. Bond, M.D. With the 
Collaboration of Paul 0. Komora. Cloth. $3. Pp. 237, with 6 illus- 
trations. W. W. Norton & Company, Inc., 101 Fifth Ave., New York 3, 
1950. 

The author presents an intimate personality picture and life 
story of Dr. Thomas W. Salmon as an outstanding American 
pioneer in psychiatry and particularly in the field of mental 
hygiene. Dr. Salmon’s part in establishing the National Com- 
mittee for Mental Hygiene, his work as Chief of Army Psychia- 
try for the A.E.F. in World War I and his important 
influence and activity in the introduction of modern psychiatry 
in United States medical schools are recounted in detail. 

The author, a friend and close associate of Dr. Salmon for 
many years, presents us with a picture of a man of glowing 
personality with a genius for understanding the feelings of 
people in trouble. Dr. Salmon’s wide vision and humanism in 
his approach to the most socially significant aspects of psychia- 
try are fully emphasized. His selfless devotion to service, which 
led to the extreme of complete neglect of his own personal 
health, was apparently in great part responsible for his untimely 
death. His biographer remarks that Dr. Salmon’s impress on 
American psychiatry was probably greater than that of anyone 
of his time. Such ideals of service remain as inspiration for 
all today. 


Brain and Behaviour: Induction as a Fundamental Mechanism of 
Neuro-Psychic Activity. An Experimental and Clinical Study with Con- 
sideration of Educational, Mental-Hygienic and General Sociological 
implications. By N. E. Ischlondsky, M.D. Cloth. $7. Pp. 182, with 
46 illustrations. C. V. Mosby Company, 3207 Washington Bilvd., St. 
Louis 3, 1949. 

Ischlondsky, a Russian physician formerly in practice in 
Paris and now in New York, has long been a student of con- 
ditioned reflexes and the deeper psychical layers of the per- 
sonality. Two large volumes on Neuropsyche and Hirnrinde 
appeared in Berlin in 1930. A further work on “protoformo- 
therapy,” the use of internal secretion of embryonic tissue, was 
issued in 1937. In “Brain and Behavior,” the author, using 
well known psychologic technics of human experimentation, 
expounds the theory of “induction” in neural responses, or 
excitation versus inhibition, as a simultaneous process. More 
than half the book is given over to a minute description of the 
author’s investigations. Like all the works of Ischlondsky, the 
book is too long and at least half could have been omitted with 
profit. The explanations for behavior tend to be too schema- 
tized and not entirely trustworthy; verbosity frequently out- 
weighs logic. The book lacks a bibliography. 
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QUERIES AND MINOR. NOTES 


The answers here published have been prepared by competent authorities., 


They do not, however, 


represent the opinions of any official bodies unless specifically stated in the reply. Anonymous communi- 
cations and queries on postal cards will not be noticed. Every letter must contain the writer’s name and 


address, but these will be omitted on request. 


WHEN DOES AN INFANT SEE? 

To the Editor:—is the common belief that a newborn baby does not see for 
the first three or four months of life correct? How many months usually 
pass before one is certain that a baby was born blind? The blindness in 
this case would be due to congenital atrophy of both optic nerves or 
to gmaurotic family idiocy (or Tay-Sachs disease). What is the prognosis 
@s to sight and life span? What are the possibilities that subsequent 
children might inherit the same condition? Is sterilization of a woman 
who has given birth to a child with Tay-Sachs disease advisable? She 
has now another child, 3 years of age, who is apparently normal. 

M.D., New York. 


ANswer.—The belief that a newborn baby does not see for 
the first three or four months of life is partly true and partly 
false. The correct answer to the problem depends on what is 
meant by seeing. Visual sensitivity to light exists from the 
moment of birth. Fixation acuity develops within a few hours 
of birth. Rudimentary ocular pursuit is elicited readily during 
the first few days of life, and coordinate compensatory eye 
movements occur during the first week of life. However, there 
are wide variations in individual infants with respect to the 
—— of visual acuity (Gesell, A.; Illg, F. L., and Bulles, 

E., Vision: Its Development in labemcy and Childhood, New 
York Paul B. Hoeber, 1949.) 

The macula, which is the important functional part of the 
retina, does not become fully developed until between three and 
four months of life. Lack of full development of this part of 
the retina for this period of time may explain the reason for 
the common belief that the newborn infant does not see. 

The time when it can be determined that an infant is 
blind depends on a number of circumstances: when suspicions 
are aroused; when the examination is made, and the nature of 
the lesion. It depends on the mental development of the infant 
and whether the cause of blindness is central or peripheral. 

A direct pupillary light reaction indicates that the visual path- 
ways, as far as the optic tracts are concerned, are functioning 
at least to some extent. Vision should be present unless there 
is bilateral extensive occipital cortical disturbance, a rare clin- 
ical finding. 

If the occipital cortex is destroyed on both sides, so that the 
cortical representation of the visual pathways is not functioning, 
then cortical blindness is said to be present. In such cases, the 
pupillary light reflex will be present in the absence of vision. 

Tay-Sachs disease is due to a lipoid degeneration of the 
ganglion cells of the entire nervous system, including the retina. 
In the case of infants who exhibit the condition during the first 
year of life, the disease invariably leads to a fatal outcome 
within one or two years. No improvement in vision occurs. 

In view of the high frequency with which the condition is 
known to afflict brothers and sisters, it would seem wise for 
the parents to refrain from having additional children. The 
method to be employed depends on circumstances. . If operative 
sterilization is contemplated, vasectomy of the father isa simpler 
procedure than any operation on the mother. 

For a consideration of the familial frequency of amaurotic 
idiocy the reader is referred to Queries and Minor Notes in 
THe Journat, May 13, 1950, page 214. 


POSITIVE SCHICK TEST IN ADULTS 
To the Editor:—Should an adult be immunized for diphtheria if his Schick 
test is positive? If so, what is the best procedure? 
Robert M. Hoyne, M.D., Urbana, Ill. 


Answer.—Rarely there may be some good reason for not 
immunizing an adult. The decision and any procedures under- 
taken will depend somewhat on circumstances. If the adult 
with a positive Schick test has been exposed to diphtheria, 
safety may demand the immediate administration of 1,000 units 
of diphtheria antitoxin. Such action will usually insure pro- 
tection for ten days to three weeks. All adults who are 
brought into frequent contact with groups of children should 
be actively immunized if the Schick test is positive. This would 
apply to school teachers, employees in homes or institutions 
for children and all personnel in hospitals. Active immunization 


is accomplished by subcutaneous injection of alum-precipitated 
diphtheria toxoid, in three doses of 0.5 cc., 0.1 cc. and 0.1 ec. 
at intervals of about one month. However, with this method 
local and systemic reactions are occasionally severe in adults. 
But there is available now an improved diphtheria toxoid, alum 
precipitated, for which the recommended dosage is only two 
subcutaneous injections of 0.5 cc. each about one month apart 
and with which unpleasant reactions seldom occur. When two 
injections of only 0.1 cc. each are given intracutaneously the 
Schick test is sometimes changed from positive to negative. 


SILICOSIS 


To the Editor:—in a local foundry a solution of magnesium silicate is 
sprayed on the cores. Is this substance likely to produce silicosis? There 
have been reported cases of silicosis in this foundry due to the sand used. 
| would appreciate an opinion about effects of this new solution they 


are using. C. Eugene Erway, M.D., Elmira, N. Y. 


ANSWER.—Categorically it may be stated that magnesium 
silicate will not produce silicosis, since silicosis is attributable 
solely to silica. The term “magnesium silicate” is appli- 
cable to a variety of minerals, of which tale and asbestos are 
representative. These native minerals frequently contain some 
silica as an impurity. Lately, silicosis or a condition simulat- 
ing silicosis has been described among automobile tire workers 
from the dusting of tires with talc. It is possible that silica 
as an impurity was responsible, but talc itself may give rise to 
a benign form of pneumoconiosis. It is unlikely that asbes- 
tos, a fibrous material, would lend itself to spray application 
on cores, but it may be recognized that this form of magnesium 
silicate leads to a somewhat characteristic pneumoconiosis that 
possibly in part is produced mechanically. In the present 
instance it may be pointed out that core spraying with mag- 
nesium silicate is not common and that solution of this substance 
is difficult. It is more practical to obtain stable suspensions 
rather than solution. While the probability of any pneumoconi- 
osis from this source is not high, it might prove helpful to 
determine the extent of free silica in the magnesium silicate 
and, if this is substantial, the amount of free silica in the 
atmosphere. 


IRIDOCYCLITIS 

To the Editor:—A woman aged 40 has iridocyclitis with increased intra- 
ocular tension. She has been treated by ophthalmologists and general 
practitioners and in a hospital connected with a medical school. She 
has not improved. Results of tests to determine the cause have been 
nondiagnostic. The sulfonamide drugs, penicillin, streptomycin and fever 
therapy have been used, but the condition persists. Can you give me 
information in regard to the use of pituitary adrenocorticotropic hormone 
(ACTH) in chronic uveitis? David S. Garner, M.D., Roanoke, Va. 


Answer.—Iridocyclitis is a rather common disease of vari- 
able intensity, duration and causation. There are few forms 
of iridocyclitis that have distinguishing characteristics which 
indicate their etiologic basis. It is not uncommon to find more 
than two possible etiologic factors through physical examina- 
tion and laboratory tests. Statistically, iridocyclitis most fre- 
quently is caused by remote foci of infection (tuberculosis), 
systemic infection (syphilis or brucellosis) and, finally, by local 
factors (degenerative, neoplastic or traumatic). When physical 
examination and the results of laboratory tests do not point 
toward an etiologic factor, treatment is entirely empiric. Con- 
sequently, in most cases of recurrent and chronic iridocyclitis 
the whole arsenal of old and new remedies is employed on a 
therapeutic trial basis. The latest of the measures to be employed 
are the hormones, with pituitary adrenocorticotropic hormone 
in the foreground because of a few published reports on the 
results of treatment of a few patients. The hormone is avail- 
ab'e in only a few places for use in the treatment of patients 
having chronic iridocyclitis. The indications for its use are 
not known, the side reactions are only partly known, contra- 
indications are not fully explored, and the results in cases of 
iridocyclitis are unpredictable. The effect of cortisone in the 
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treatment of iridocyclitis is reported as good in some cases 
and useless in others. The use of hormones in the treatment 
of iridocyclitis should be restricted to institutions where the 
complete effect of the drug can be studied. Results of treat- 
ment of iridocyclitis of unknown causation can be only approx- 
imately evaluated. The use of pituitary adrenocorticotropic 
hormone is too recent to predict improvement following its 
administration in any type of the disease. 


CERVICAL NEURALGIA 

To the Editor:—A patient aged 60 has had night and morning neuritis 
involving the right arm, shoulder and hand, with some morning swelling 
of the hand. A reputable internist treated her for neuritis by various 
methods unsuccessfully. Roentgenograms of the shoulder revealed normal 
conditions. Bursitis was ruled out. Later, during a one week course of 
treatment for influenza in which she received penicillin, 300,000 units, 
twice the first day and chloramphenicol, 250 mg., every four hours for 
two days the neuritis pains ceased dramatically for two to three weeks, 
then recurred. She took more chloramphenicol, and it seemed to help. 
How should this reaction be evaluated? As psychogenic? Virus root infec- 
tion? Aubrey V. Gould Jr., M.D., Wilton Junction, lowa. 


Answerk.—The data presented do not indicate a definite type 
of neuritis. The patient may have radiculitis, brachial plexus 
neuritis or cervical neuralgia. The last is most likely, for there 
is no indication that the patient had any one of the four cardinal 
signs of neuritis: (1) modification of sensation in the area sup- 
plied by the nerve or group of nerves, (2) weakness or paralysis 
of muscles, (3) diminution or loss of reflexes and (4) tender- 
ness over the site of the neuritic process. Unless at least two 
of these signs are present a diagnosis of neuritis is not jus- 
tified. Cervical neuralgia, however, may cause the same symp- 
toms as neuritis or radiculitis and, on the assumption that there 
is an infective cause somewhere within the body, respond equally 
well to treatment. The improvement with chloramphenicol ther- 
apy would seem to have been sufficient to justify a conclusion 
that infection was present. The dose was adequate; the effect 
was observed on more than one occasion. As chloramphenicol 
is particularly active against the colon group of bacteria that 
give rise to urinary and pelvic infections and other~types~ of 


inflammation, it might be assumed that this patient had evidence 


of such disease which should be disclosed by subsequent exam- 
ination. 

It is unlikely that the response was psychogenic, particularly 
in a patient 60 years of age, provided she was not known.to 
have been susceptible to episodes on a psychogenic basis in the 
past. A virus infection of one of the roots of the cervical spinal 
nerves may have given rise to the pain, but in this case one 
would expect to find some evidence of disorder in sensation or 


motion supplied by the root- in -question. and * possibly -even~a - 


diminution in a reflex, if the reflex arc included that root. 
These observations would constitute the essential elements for 
a diagnosis of radiculitis. 


TUBERCULOUS SPONDYLITIS AND STREPTOMYCIN 
To the Editor:—i am a 30 year old male physician in whom there developed 
tuberculous spondylitis of the fourth and fifth vertebrae in lumbar 
September 1948. The roentgenogram showed destruction of the lower 
third of the fourth lumbar vertebra and the upper half of the fifth 
lumbar vertebra. A psoas abscess about 5 cm. in diameter was present 
on. left side. A spinal fusion between the fourth and fifth lumbar verte- 
brae was performed in October 1948. Since then | seem to be doing 
well; the tuberculin precipitation reaction and sedimentation rate ore 
normal, and | have gained weight. ! have worn a Taylor brace contin- 
wally since the operation. Five months ago | started getting up, and now 
| am able to be up without pain one-half hour at a time for one and a 
half hours a day. The fusion has taken well, and some recalcification 
has taken place; however, the psoas abscess is still present. Should 
Streptomycin have been given at the time of surgical intervention, and 
would it be wise to give any at this time? If use of streptomycin is 
advised, please let me know the dosage and how long it should be taken. 
M.D., California. 


Answer.—At this date the question of streptomycin treat- 
ment is problematic. Recovery probably will occur without it 
but will require much time. Streptomycin should be given at 
the time of fusion. Probably the drainage would have stopped, 
although results are much slower than with skin sinuses. The 
principal aim now is to prevent streptomycin resistance. Several 
methods are uséd. Dosage of 1 Gm. of dihydrostreptomycin for 
sixty days is safe. A better’ scheme is to give also 10 to 15 


Gm. a day of sodium paraaminosalicylic acid and to continue 
the latter drug for four to six-months. A recent plan is to give 
1 Gm. of dihydrostreptomycin twice a week with sodium para- 
aminosalicylic acid for: four-to six months or until the micro- 
organisms develop resistance. 
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PAINFUL NODULES 

To the Editor:—A white woman, aged 20, three months ago had multiple 

painful subcutaneous nodules varying from the size of a pea to 

plum. They lasted about two weeks, had a two week period of remission, 

then recurred. That has been the course ever since. She 

able tachycardia ranging from 110 to 130 per minute, which will no 

respond to any form of treatment. Paradoxically her basal 

rate varied from —18 to — 26 per cent. A roentgenogram of the chest 

reveals essentially normal conditions. The electrocardiograph shows 

only a tendency to right axis deviation. 1! would appreciate a diagnosis, 

if possible, and treatment for these conditions. M.D., New York. 


ANswer.—An exact diagnosis cannot be made without more 
clinical data and a clear description of the nodules, their loca- 
tion, character and color. Since the nodules vary in size and 
have a tendency toward progress by remission and relapse, two 
types might well be considered. First, the rheumatic nodules 
that occur in rheumatic fever or rheumatoid arthritis ordinarily 
are found-on the exterior surface of the joints, particularly the 
back of the hands and forearms. They are generally colorless 
and only slightly painful or tender. A severer type of nodular 
growth is erythema nodosum, in which nodules are found ordi- 
narily in the legs and thighs and seldom on the forearms. In 
addition, they are exquisitely tender, often painful and fre- 
quently purplish red. They, too, are found in rheumatic fever 
but also in acute tuberculosis, streptococcic infections of the 
throat and syphilis. The other prominent symptom mentioned 
is tachycardia. In this case specific data are also lacking in 
regard to the type of tachycardia which might be disclosed 
by an electrocardiogram. The commoner form of paroxysmal 
auricular tachycardia is usually found with rheumatic fever. 
The lowered basal metabolic rate would not be inconsistent with 
rheumatic fever, and such a diagnosis would seem probable in a 
patient 20 years of age in spite of the normal sedimentation rate. 
So much depends on a clinical description of the nodules that 
an exact diagnosis is not justified on the basis of data presented. 


IRRADIATION OF PLASMA 
To the Editor:—How effective is the irradiation of plasma in removing the 
virus which produces acute hepatitis? We wish to protect our hospital 
patients against disease carried by therapeutic plasma. is there any 
official standard for commercial plasma? 
Carl W. Maynard, M.D., Pueblo, Colo. 


ANSWER.—Wolf, using apparatus devised by Oppenheimer 
and Levinson, has shown that plasma can be irradiated without 
significant alterations of the proteins and safely administered to 
patients. Blanchard and, others have shown, using an apparatus 
developed by Sharp & Dohme, Inc., that irradiation of plasma 
under standard conditions is effective in preventing transmis- 
sion of homologous serum jaundice. In addition to the methods 
ef irradiation developed -by Oppenheimer-Levinson .and Sharp 
& Dohme, Inc., another apparatus designed by Dr. J. T. Tripp 
is available commercially. 

The National Institutes of Health in the Minimum Require- 
ments for Normal Human Plasma requires that pooled plasma 
shall be sterilized by ultraviolet rays and accordingly has pub- 
lished tentative minimum requirements for ultraviolet apparatus 
to effect sterilization of plasma. 

Hartman and co-workers have shown that nitrogen mustard 
exert$ an effective virucidal and bactericidal result in the pres- 
ence of plasma, serum or whole blood, thus opening another 
promising approach to the sterilization of blood and blood 
plasma. Some favor, at present, the use of an ultraviolet 
apparatus such as that devised by Dr. Tripp. 


EFFECT OF METHYLROSANILINE ON CORNEA 

To the Editor:—! wish to obtain information 

per cent aqueous solution of hylrosaniline chloride on the living cornea. 

Would permanent discoloring or injury of the tissues of the cornea result 
from its use? If so, would it clear up entirely over a period of time? 
W. M. Fronczek, M.D., Pittsburgh. 


ANswWer.—Methylrosaniline chloride was widely used in 
previous years, without ill effect, in the treatment. of conjunc- 
tivitis, keratitis and suppurative orbital inflammations. .A 1 per 
cent solution hasbeen used as a vital stain to demonstrate cor- 
neal abrasions and ulcers. , Since the compound has been so 
widely used in ophthalmology, it seems unlikely that permanent 
staining of the ocular tissues would be a problem. 

Medical literature contains. many references to severe ocular 
injuries caused by embedment of an indelible pencil lead con- 
taining methylrosaniline . chloride. In practically all cases the 
blue corneal stain present at the time of original examination 
disappeared ‘ted when. the a. body containing the dye 
was remov 
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ultimate 
. 21, 1950. 
S. S. Nash, M.D., Pangman, Sask., Canada. 


ANSWER.—Deafness due to mumps is generally unilateral and 
frequently is complete, because of destruction of the neural ele- 
ments in the cochlea. There is no effective medical treatment 
either in the acute stage or subsequently. This patient must accept 
the facts that there is no useful hearing remaining and that he 
must learn to compensate for this loss through lip reading 
instruction. It is probable that his voice will tend to change, 
in which case speech correction instruction will also be indicated. 


TREATMENT OF SYCOSIS BARBAE 
Te the Editor:—Please tell me whether sycosis on face, forehead and other 
areas is coused by chrome or chrome-covered products? Is there any 
treatment that will cure sycosis? 
Robert Emmet J 


Answer.—Sycosis barbae has been defined as: “A purulent 
perifolliculitis of staphylococcic origin affecting the beard and 
moustache, characterized by the presence of follicular papulo- 
pustules, inflammatory nodules and indurated swellings, with a 
tendency to cicatricial change, atrophy and destruction of the 
hairs.” By this definition, chromium compounds or products 
may not be held responsible. This condition may be both 
chronic and recurrent ; in fact, recurrence is the rule. In earlier 
days carefully applied roentgen ray therapy was highly regarded 
along with measures for the elimination of focal sepsis, balanced 
diet low in carbohydrates and, at times, epilation. Now dra- 
matic results sometimes follow the application of a penicillin 
lotion and a course of intramuscular injections. The course 
of penicillin may have to be repeated several times because of 
recurrences. 


, MD, D port, lowa. 





LOW DIASTOLIC PRESSURE IN YOUNG PATIENTS 
To the Editor:—i have a number of young patients who have diastolic 
blood pressure as low as zero, and they seem to be normal in most 
respects. Is there any significance to this low reading in young persons? 
E. L. Cavenee, M.D., Champaign, itl. 


To the Editor:—What is the signifi e-of a blood pressure of 
zero, particularly when the systolic pressure is about 120 mm.? On 
several occasions | have observed this in younger patients, ages 20 to 30 
years, and in one woman aged 18, eight months pregnant. in each case 
| could loudly hear the pulsating of the blood, via my stethoscope, prior 
to inflating the blood pressure cuff. M.D., California. 


dinctali 








ANSWER.—On occasion, particularly in youth, there is so 
much peripheral vasodilatation due to the effect of heat, excite- 
ment, exercise or other causes that the auscultatory readings of 
the blood pressure may give a diastolic level down to zero. It is 
well in such an instance, in addition to ruling out the presence 
of heart disease by the usual methods, to determine the blood 
pressure in a given person in different circumstances, for 
example, after exposure to cold or at complete rest or with 
sedation. 


DISTENDED VISCERA AND CARDIAC DISTURBANCES 
ae the Editor: —I have read that abnormal electrocardiographic complexes 
d in patients with normal electrocardiographic complexes, 
cocaguaaindie, by the distention of the esophagus with air and again 
by distending the gallbladder with a solution during anesthesia for 
surgical procedure. The implication was that electrocardiographic changes 
can be produced, without the presence of any pathology in the heart, by 
distention of these organs. Have these observations been substantiated? 
George M. Levites, M.D., Westwood, N. J. 





Answer.—Experimental distention of viscera in patients 
without heart disease may produce minor disturbances of heart 
rate and rhythm and some changes of the T waves. These 
changes, however, are not of such a degree to suggest a coronary 
pattern and can be classified as insignificant. For literature on 
this subject see the reference list in the May 1948 issue of 
Surgery, Gynecology and Obstetrics, page 626. 


MINOR NOTES 


DUODENAL DIVERTICULUM 

To the Editor:—What is the nonsurgical treatment of diephragmatic hernig w 
and duodenal diverticulum in a@ woman aged 64? 

W. M. Fowlkes Jr., M.D., Wendell, N.C 


ANswer.—A woman who has a diaphragmatic hernia and 
a duodenal diverticulum at the age of 64 should be handled as 
though she had a peptic ulcer in order to prevent the 
ment of a peptic ulcer either in the hernial pouch or in 
mouth of the diverticulum. Meals should be frequent. They 
should not be large at any one time, and the patient should 
be instructed to be sure to chew with her mouth closed so that 
she does not swallow air. Some neutralizing medicaments such 
as the aluminum salts may be given after meals, and in addition 
to that the patient might be protected by small doses of atropine 
sulfate, 1/200 grain (0.3 mg.) four times a day, three times.a 
day at meals and once at bedtime. There is no specific manage- 
ment otherwise, and such a patient seems to do well with simple 
gastrointestinal management that takes into consideration the 
possibility of the complications, particularly the development 
of ulcers. 


DIET AND GALLSTONES 


To the Editor:—A man aged 82 had symptoms of gallstones in 
Three were removed and the gallbladder drained in 1913; a sharp 
of colic occurred in 1943, without jaundice. During 1948 and 1 
had attacks twice with jaundice. One stone was removed 
common duct and three from the bladder, which was drained. How strict 
should the diet be for cholesterol-forming foods to prevent more stones, 
The patient is exceedingly wasted and if it is reasonably safe would like & 
broader diet. In addition he has chronic diverticulitis. 

Henry Wallace, M.D., New York. 


Answer.—Although it is possible that the formation of 
cholesterol stones in the gallbladder is in some way related to 
an error or defect in cholesterol metabolism, there is no evidence 
at present that restriction of cholesterol in the diet will prevent 
reformation of stones in either the gallbladder or the common 
duct. A high protein, high calory diet is clearly indicated in 
view of the decided loss of weight. Alterations in the diet 
usually have little or no effect on the course of chronic diver- 
ticulitis, but in many cases the addition of medicaments that 
bring about soft, bulky stools provide worth while palliation. 


INFLUENZA 
To the Editor:—The bacillus haga ap influenzae is usually listed as @ 
streptomycin-sensitive org Is superior to sulfadiazine 
in the treatment of influenza! meningitis? influenzae a secondary 
invader in cases of virus influenza? 
~ Inglewood, Calif. 


Paul Russell, M.D., 

Answer.—Both streptomycin or dihydrostreptomycin and 
sulfadiazine should be used. Other antibiotics, including 
aureomycin, are also effective for the treatment of influenzal 
meningitis. However, recovery is possible when only one of 
these drugs is administered. Under the latter condition it is 
likely that sulfadiazine would be preferable if given in adequate 
dosage for the proper length of time. H. influenzae is probably 
a secondary invader no more frequently in virus influenza than 
in a number of other infections. 





Is H. 


INFLUENZA VACCINE 

To the Editor:—Will injections of influenza virus vaccine repeated at three — 

month intervals sensitize a patient so that later injections may cause 
serious reactions? M.D., Maine. 


Answer.—On the basis of information to date, there is little 
evidence of sensitization developing from repeated inoculations 
of influenza virus vaccine. It is not a readily sensitizing 
product. The greatest concern in relation to sensitization is 
with those persons who have a natural hypersensitivity to eggs 
or egg products and in whom the possibility of anaphylactic 
reaction must always be considered. 


ELECTROENCEPHALOGRAPH 


To the Editor:—1 am interested in the name and manufacturer of the 
machine for measuring the millivoltage of the brain. Has it been 
that the potential of the brain, as so measured, drops appreciably 
instant the subject loses consciousness in going to sleep? 
M. L. Ray d, M.D., Johnst 


ANSWER.—Electroencephalographic equipment may 
obtained from the Grass Instrument Company, 101 Old Colony 
Avenue, Quincy, Mass. It is understood that the change in the 
potential of the brain at the instant of loss of consciousness im 
going to sleep varies. Sometimes it drops, and sometimes 
there is a change in the wave form. 











